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There is a paucity of investigations into the multidimensional quality of life (QoL) of children 
with disabilities in both developed and developing countries. The reasons for a lack of these 
investigations include the fact that QoL and disability are both dynamic and contested 
constructs, which affect how QoL is measured. The prevailing situation inadvertently 
contributes to the perpetuation of a cycle of exclusion of children with disabilities and 
compromises public efforts to promote their needs and rights. Not only is it a constitutional 
and legislative imperative in South Africa to focus on children with disabilities, but it is also in 
line with global standards to promote children’s rights and the 2030 Sustainable Development 
Goals (SDGs) with their focus on leaving no one behind. Despite these commitments, there is 
no instrument currently available that is suitable for the multidimensional measurement of the 
QoL of children with disabilities in South Africa. Such an instrument could go a long way in 
determining how they fare relative to children without disabilities, including the factors that 
are associated with improving their wellbeing. This study fills this important knowledge gap.     
 
Informed by Sen’s Capabilities Approach (CA) and notions of Ubuntu, this study employed a 
quantitative research design to first, construct QoL indices for children (including those with 
disabilities) in South Africa. Categorical Principal Component Analysis (CATPCA) and the 
method of Nicoletti et al. (2000) were used to construct and weight a composite QoL index 
using the 2011 and 2016 South African General Household Surveys published by Statistics 
South Africa. Second, comparisons in the QoL of children with and without disabilities were 
drawn to identify the disparities between these groups of children. A third aim was to compare 
QoL based on heterogeneity in child disability. Finally, the parental and social/environmental 
factors associated with improved QoL of children with disabilities were explored. The analysis 
in this study was conducted at two points in time to ascertain the robustness of the new index 
as well as to detect any changes in child QoL.  
 
Key QoL dimensions that consistently formed part of the constructed index included both 
household characteristics and individual level characteristics of the child. These dimensions 
included access to basic services, access to food, income, assets, education, and care resources 
available to children. The findings of the research demonstrated that in 2011, children with 
disabilities (?̅?=79.9, SD=10.4) experienced a QoL that was significantly lower than that of 
children without disabilities (?̅?=80.6, SD=10.7). This difference, however, was not evident in 
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the 2016 cohort of children, suggesting that the gap in disparities between children with and 
without disabilities was closing. However, when race and age intersected with disabilities, 
younger children and Black African children experienced lower QoL levels. Furthermore, 
children with moderate disabilities attained an average QoL score of approximately 81, which 
was significantly higher than the average QoL score of approximately 79 attained by children 
with severe disabilities. Children with difficulties in walking experienced the lowest QoL 
across 2011 and 2016. Yet, irrespective of the types or severities of disabilities experienced, 
three sets of resources emerged as most important in improving child wellbeing, namely basic 
services, income and food access. Basic services were identified as the dimension that required 
the most immediate attention for all groups of children with disabilities except for those with 
difficulties in walking and remembering where income took precedence. Parent and 
social/environmental factors such as higher parental education levels, the employment of a 
father, urban residency, formal housing, access to private healthcare and a shorter travel 
distance to healthcare facilities were all associated with higher QoL scores for children with 
disabilities.  
 
This research revealed the fundamental importance of a multi-sectoral response to enhancing 
the QoL of children in South Africa, including those with disabilities. First, the expansion of 
basic services for all children, including those with disabilities was of paramount importance. 
This factor is particularly important given the negative health and education consequences 
linked to poor water and sanitation access for children with disabilities (Child, 2016; DSD, 
DWCPD & UNICEF, 2012). A second area that emerged was the provision of income support 
for households in which children with disabilities resided. The elevated costs of caring for 
children with disabilities and the inability of some caregivers to seek employment place these 
households in a precarious situation. A protective strategy in this regard would be to increase 
the uptake of the Care Dependency Grant, which is a type of social assistance provided for 
poor children with disabilities by the South African Government. Third, was the need to ensure 
that access to food for children with disabilities be prioritised. In this regard, Wills et al. (2020) 
propose that corporate social investment and private philanthropy complement government 
provision of food and income protection programmes. Focusing on these specific areas for 
children with disabilities is crucial if their QoL is to be improved, specifically considering the 
COVID-19 pandemic, which has had a detrimental effect on household income and food 
security in South Africa. Furthermore, the continual monitoring of multidimensional QoL to 
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promote the needs and rights of children with disabilities is central to ensuring that South Africa 
meets its SDG commitment that “no one will be left behind”. 
 
Keywords: Quality of Life; Children with Disabilities; South Africa; Composite Indices; 
Multidimensional Wellbeing; Monitoring Child Disability; Basic Services; Disability and 
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Note to the Reader 
 
This thesis is a PhD by research essays. It contains an introduction, a theoretical chapter and a 
methodology chapter. These chapters provide the background to the thesis. Three data chapters 
(in essay format) follow as well as a conclusion. There is inevitably some overlap and repetition 
across the data chapters as each chapter addresses a specific set of research questions. In 
keeping with the thesis format, each data chapter is a standalone essay. The concluding chapter 
summarises the overall findings, draws conclusions and considers the implications of the 
findings for theory and policy interventions.     
 
One manuscripts emanating from this thesis has thus far been submitted for publication to a 
peer-reviewed journal. A second manuscript is currently in preparation. At the time of 
completion of this study, the references for these manuscripts were as follows:  
 
1. Moodley, J. (accepted). Heterogeneity in Disability and the Quality of Life of South 
African Children. Child Indicators Research. 
2. Moodley, J., Patel, L., Graham., L., Greyling, T., & Issock, P. (in preparation). 
Comparisons in the Quality of Life of Children with and without Disabilities in South 
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1. Chapter 1: The Quality of Life of Children with Disabilities – an Introduction 
 
1.1. Introduction 
This study focuses on a group of children who are unique to human societies. These children, 
instead of being appreciated and cared for as a result of their uniqueness, are often 
marginalised, discriminated against and in some cases, locked away and ill-treated for being 
‘burdensome’ (Chataika & McKenzie, 2013). The group of children to which I am referring 
are children with disabilities.  
 
My approach to the study is informed by the view that as human beings, we all have certain 
similarities, but also important differences. These differences are related to social and cultural 
factors, income, age, gender and ability, amongst others. It is these characteristics when taken 
together with access to resources and opportunities, that influence a person’s life chances. For 
children with disabilities who do not have access to opportunities, the chances of achieving 
their optimal development are severely compromised. All children should be given a fair start 
in life with adequate tools to be able to reach their full potential. Yet, the reality is that in South 
Africa many children are exposed to poverty, a lack of care and stimulation, and poor nutrition 
(Department of Basic Education & United Nations International Children's Emergency Fund 
[UNICEF], 2015), which limits their day-to-day functioning. This situation is further 
compounded by inequality and the aspects that compound child wellbeing are ethical issues 
that urgently need attention in South Africa (Barnes et al., 2007) and globally (Schweiger & 
Graf, 2015). Sen (1999a; 1999b) describes this lack of opportunities and choices as 
‘unfreedoms’.  
 
In order to begin to address issues of wellbeing, poverty or inequality for children with 
disabilities, an understanding of their current living circumstances is required. Attempts to 
gauge the wellbeing of children with disabilities are often underwritten with a cautionary note 
relating to measurement challenges. These challenges pertain to the inherent difficulties in 
measuring childhood disability and wellbeing, specifically given that both constructs are 
dynamic as they have the ability to change over time (Ballet et al., 2011; World Health 
Organisation, 2011). The dynamic nature of these constructs makes it difficult to ascertain what 





Disability, as a social construct, is recognised as “complex, dynamic, multidimensional and 
contested” (World Health Organisation, 2011, p.3). First, in terms of its complexity, scholars 
have to contend with a multitude of factors that are associated with understanding childhood 
disability and there is no agreement on what aspects constitute wellbeing. For instance, children 
with disabilities may have different growth and development trajectories from each other and 
from children without disabilities. They may also require different types of resources to 
develop optimally since their trajectories are not uniform. For example, a child with a mobility 
impairment would require a different type and combination of aids from those required by a 
child with a hearing impairment. But then again, even if we were to compare children with 
mobility impairments alone, the severity of the impairment would also play a role in 
determining the kind of resources that are required for such a child to function optimally. 
Second, as a child gets older, his or her abilities are altered by aspects such as education and 
the attainment of skills, demonstrating the dynamic nature of disability. This point is witnessed 
in circumstances where children with sight disabilities learn braille for instance, thereby 
altering their abilities. Third, the process of child development is multidimensional, 
encompassing their physical, mental, moral, spiritual, and social dimensions of growth. No 
single theory can explain the phenomenon as it is influenced by multiple factors (Jamieson et 
al., 2017; Wallander & Koot, 2016). What children need to develop optimally is dependent on 
various aspects such as their age, the specific services and care that they need, their access to 
services as well as the cultural, socioeconomic, and political context in which they grow up. 
Finally, the meaning of disability may differ for different communities, highlighting the 
contestation of the construct. These contestations are best described through the different 
models of disability, discussed later in this chapter.  
 
As a consequence of the complexities described, researchers who have attempted to understand 
child development and wellbeing from a multidimensional standpoint as it relates to disability 
(Chan et al., 2019; Nemček, 2016; Raphael et al., 1996; Renwick et al., 2003), were all 
informed by different understandings and the use of different measures to determine their QoL. 
Multidimensional wellbeing is taken to refer to QoL and these concepts are often used 
interchangeably. In order to apply this holistic construct to children with disabilities, the 
complexity of measuring the dimensions of child wellbeing needs to be addressed. 
Furthermore, there is a dearth of empirical evidence about factors associated with improved 
life quality for this group of children. Such knowledge is crucial to devising policy and 




meet the needs of children with particular types of disability, and levels of severity. Children 
with disabilities also require a wide variety of services across different sectors such as health, 
education, welfare, housing, and basic service infrastructure to meet their needs. Systemic 
deficiencies and failures to meet their multidimensional needs may also serve to perpetuate a 
cycle of disadvantage, discrimination on the basis of disability, and social exclusion. This 
scenario is especially the case in South Africa, which is the location of the current study.  
 
The challenges facing children with disabilities and their families is further complicated by the 
country’s legacy of apartheid, a system of institutionalised racial inequality and discrimination 
in access to social and welfare provision. Historically, children with disabilities were 
considered a ‘deviation from the normal’, resulting in stigmatisation and marginalisation 
(Department of Social Development, 2016). Although the system of formal apartheid ended 
when a constitutional democracy was established in 1994, the legacy of racial, income, gender, 
and spatial inequality has been difficult to disrupt despite wide ranging social commitments to 
children’s rights. Evidence suggests that children with disabilities still experience distributional 
inequalities in the form of unequal access to healthcare, education, and social care (Department 
of Social Development, Department of Women, Children and People with Disabilities, & 
United Nations International Children's Emergency Fund [DSD, DWCPD & UNICEF], 2012). 
These inequalities could potentially inhibit the development of children, diminish their 
wellbeing, and limit the opportunities to which they may have access  later in life.  
 
In order to achieve the country’s national and international commitments to children’s rights, 
including achieving the United Nations Sustainable Development Goals 2030, the development 
of evidence-based monitoring tools to track how well children with disabilities are doing in 
society, is imperative. More specifically, there is no rigorous assessment instrument that is 
suitable for the measurement of QoL of children with disabilities in South Africa. Such an 
instrument could go a long way in determining how they fare relative to children without 
disabilities, including the factors that are associated with improving their wellbeing. This study 
fills this important knowledge gap. It prioritises children with disabilities as a group of children 
with special needs and vulnerabilities. The investigation focuses on developing a 
multidimensional wellbeing index to assess their QoL. Instead of focusing on children with 
disabilities in terms of their deficits, a human capability-based approach is adopted as it seeks 
to identify aspects that could contribute positively to improving their QoL. Such an approach 




South Africa, it intends to contribute to a body of literature that is scarce in both national and 
global contexts.  
 
1.2. The Quality of Life of Children with Disabilities: A Global Overview  
In 2015, the number of children who lived with a disability was estimated to be 7% of the 
global population (United Nations, 2015). This figure accounts for approximately half of the 
global population who live with a disability which is estimated at 15% (World Health 
Organisation, 2011). However, the research studies to date that have focused on the QoL of 
children with disabilities across countries are often incomparable due to the various ways in 
which childhood disability is defined and measured as well as how QoL is conceptualised. 
Furthermore, researchers tend to circumvent disaggregating data on children by the different 
types or severities of disabilities experienced, resulting in all children with disabilities being 
regarded as a homogenous group.  
 
Measuring QoL is often guided by a researcher’s own areas of interest in specific dimensions 
of wellbeing. While each area of interest plays some role in monitoring and evaluation of the 
United Nations Sustainable Development Goals (SDGs), it is important that a holistic approach 
to these investigations be undertaken and that the data be disaggregated by disability (United 
Nations, 2019), to consider the different types and severities of child disability.   
 
This approach is particularly important in low- and middle-income countries where resources 
available to the population are restricted. In these countries, the poverty-disability nexus is 
often portrayed as a vicious cycle (Mitra, 2018). On the one hand, disability increases the risk 
of poverty while on the other hand, poverty is known to increase the risk of disability. These 
circumstances create an environment in which persons with disabilities are usually the most 
deprived individuals in society (Elwan, 1999; Mitra, 2018; Trani & Loeb, 2010), and 
experience low QoL levels. Furthermore, disability is often associated with higher costs of 
living and certain family members’ ability to earn an income is compromised due to the care 
needs of a child with a disability (United Nations International Children's Emergency Fund 
[UNICEF], 2013). These circumstances entrench the negative consequences of the poverty-
disability nexus. Moreover, these experiences may differ based on different country contexts, 
which in turn further complicates our understanding of the QoL of children with disabilities. 




and may range from emergency and humanitarian responses to improved health service 
delivery strategies such as in Western Darfur (Trani & Cannings, 2013) and Afghanistan (Trani 
et al., 2013), respectively. In other low- and middle-income countries such as India, Colombia, 
Burundi, Zambia and Mozambique where health related QoL for children was a more 
immediate concern (UNICEF, 2008), public health interventions were favoured in relation to 
vitamin supplementation among others. In South Africa, which is a middle-income country 
with a fairly developed system of social and welfare provision, a more comprehensive response 
exists which is discussed in Section 1.5.2.    
 
A few important points can be distilled from this brief discussion on the QoL of children with 
disabilities. First, the inherent difficulty in defining disability from a conceptual standpoint, 
results in studies on children adopting diverse classifications of disabilities. For this reason, 
limited cross-country comparisons on children’s QoL can be made. Second, and related to the 
first point, is that while in some instances researchers do make provision for investigations to 
include types and severity of disabilities, children with disabilities are in other instances, 
considered a homogenous group. Homogeneity in the construction and assessment of disability 
tends to restrict the comparability of data because it masks differences in QoL between children 
with different types and severities of disability. Third, the contexts within which research on 
child disability is undertaken coupled with the disciplinary and organisational mandates of 
researchers also tend to play a role in the selection of QoL indicators.  
 
It therefore stands to reason that the complexities in understanding and unravelling the QoL of 
children with disabilities might be a reason why comprehensive studies are scarce. While some 
information exists, “assessing wellbeing remains elusive and even more so for [children] with 
disabilities for which data are scarce” (United Nations, 2019, p.47). As evidenced from global 
research, context-specific knowledge within which children with disabilities develop are 
central to determining how QoL is construed. Therefore, since knowledge is embedded in 
societies, the factors which contribute to child QoL and development need to be understood in 
a country specific context such as South Africa. This approach is likely to generate new 
knowledge that could benefit our children with special needs and vulnerabilities.    
 
1.3. The Challenge of Measurement 
South Africa, like many countries, has policies in place to improve the QoL of its citizens, 




1996. A far-reaching national policy document adopted by the government in 2016 is the White 
Paper on the Rights of Persons with Disabilities. This policy provides the overall framework 
for meeting the needs and rights of persons with disabilities including children (Department of 
Social Development, 2016). Yet the definition of QoL remains vague. Very few research 
initiatives in South Africa have considered how to measure QoL for persons with disabilities. 
Graham and Ross (2016) for instance, measured access to basic services, subjective and 
emotional wellbeing. The study, however, did not include children with disabilities due to data 
limitations.   
 
To advance QoL assessments, it is important that the construct be adequately measured. Alborz 
(2017) contends that governments require evidence to ensure that their policy decisions truly 
benefit the lives of citizens. Furthermore, quoted during an interview conducted by Goodman 
(2009, p.1), Joseph Stiglitz, Nobel Laureate in Economic Sciences, stated that “What you 
measure affects what you do… If you do not measure the right thing, you do not do the right 
thing”. For researchers and policy makers, measuring QoL can enable tracking of progress over 
time to understand how the lives of citizens are changing. 
 
Previous assessments focused solely on income as an indicator of QoL. However,  QoL studies 
have evolved to encompass various objective and subjective measures (Felce & Perry, 1995; 
Greyling & Tregenna, 2017). Studies on children with disabilities in South Africa, although 
attempting to be multidimensional, have yet to adopt a stance on what contributes to a positive 
QoL for children with disabilities. The diversity of children with disabilities in terms of the 
type and severity of disability they experience as well as their different needs as they progress 
through the life cycle make the measurement of QoL challenging yet critically important to 
measure accurately. In addition, in upholding the principles of Ubuntu, which is an isiZulu 
word for humanity, it is necessary that information on wellbeing be generated to ensure the 
prioritisation of relational aspects of human life including care and community connectedness 
that can enhance the dignity of children with disabilities. The principle of Ubuntu is elaborated 
on below as an emerging model of care for children with disabilities in the African context 





1.4. Study Aim and Objectives  
In consideration of the measurement challenge outlined in Section 1.3., it was considered 
necessary to develop a composite multidimensional QoL measure in South Africa that is 
embedded in current theory on children with disabilities.  
 
The overall aim of this study was therefore: 
• To conceptualise, construct, and test a QoL index for children with disabilities in South 
Africa in order to better inform policies and interventions aimed at improving their 
QoL.  
 
The objectives to answer the overall aim required a few extra steps. They are:  
• To analyse the existing QoL measures for children (including those with disabilities) to 
inform the creation of a new index.  
• To construct a QoL index for South African children with the intention to compare 
children with and without disabilities. 
• To ascertain which dimension explains the most variance in QoL for children with and 
without disabilities.  
• To construct a QoL index for children with disabilities for a comparative analysis of 
different types and severity of disabilities.   
• To ascertain which dimension explains the most variance in QoL for children with 
different types and severity of disabilities.  
• To seek to understand whether QoL of children with disabilities is influenced by parent 
or social/environmental characteristics.  
 
1.5. South African Context of the Study   
1.5.1. Overview and Profile of Children with Disabilities    
Children with disabilities in South Africa, much like in other countries, are a heterogeneous 
group – not only in terms of the types and severity of impairments they may experience but 
also in relation to class, age, gender, race, and geographic location. In line with the population 
statistics and in terms of numbers, however, most children with disabilities belong to the Black 
African race group (Statistics South Africa, 2014a). 
 




their future opportunities. An apt place to begin to describe these challenges is in the country’s 
history of apartheid. Under apartheid, racial segregation forcibly required those persons 
designated as ‘non-Whites’ to live and develop separately from White South Africans. 
Governing the segregation were 148 apartheid laws that permitted non-White South Africans 
a substandard education, which was structured to ensure that Black Africans specifically 
obtained an education that restricted their skills and employment opportunities. Healthcare, 
public spaces, and living areas too were divided on the basis of race and in many instances, the 
social, political, and economic rights of non-White South Africans were undermined.  
 
But what of persons with disabilities under apartheid? At the time, persons with disabilities 
were perceived to have medical conditions that could be ‘fixed’ through rehabilitation 
(Department of Social Development, 2016; Watermeyer et al., 2006). The segregation of 
persons with disabilities resulted in children being placed in special schools and adults being 
placed in sheltered employment with no opportunities for career advancement (Department of 
Social Development, 2016). Additionally, institutionalised racial inequality further 
compounded the living situation of non-White persons with disabilities, placing further 
restrictions on opportunities. As a result, Black Africans with disabilities specifically continue 
to experience the lowest levels of education, employment and income (Department of Social 
Development, 2016; Moodley & Graham, 2015).  
 
In reflecting on the effects of colonialism and apartheid on Ubuntu, Gade (2011, p.304-305) 
describes how outsiders “stole the resources, dignity and culture of African people”. Yet 
complex spiritual beliefs also contributed to the discrimination towards persons with 
disabilities. This discrimination can be attributed in some instances to African cultural beliefs 
that position disability as an ancestral curse due to wrongdoing of a parent while in other 
instances, disability is viewed as a gift from God (Chataika & McKenzie, 2013; Mathye & 
Eksteen, 2016). Thus, in conjunction with colonialism and apartheid, spiritual beliefs 
compounded the experience of living with a disability in South Africa (Ngubane-Mokiwa, 
2018).  
 
The understanding of disability has evolved substantially since the dawn of democracy in South 
Africa, in line with global developments, to be viewed as a human rights issue (Department of 
Social Development, 2016; DSD, DWCPD & UNICEF, 2012). Gade (2011) describes 




in 2009, UNICEF indicated that to be a child in South Africa, requires walking a fragile path. 
In this regard, child poverty levels of over 60% (Shung-King et al., 2019) certainly demonstrate 
the fragility of childhood. Moreover, statistics revealed that the high levels of poverty and 
inequality in South African society make it almost impossible for children and adults with 
disabilities to access adequate services such as education and healthcare (Department of 
Performance Management and Evaluation, 2014). In 2014, two national level reports were 
released specifically highlighting the plight of persons with disabilities (Graham et al., 2014; 
Statistics South Africa, 2014). Overall, the studies revealed that adults with disabilities were 
more likely to be multidimensionally poor than adults without disabilities along the domains 
of education, health, income, employment and living arrangements. Theorists would reason 
that these inequalities stemmed from conditions experienced in childhood (Sen, 1999c), 
however, the scarcity of credible data on children with disabilities in South Africa makes it 
difficult to draw this kind of conclusion.   
 
Some data that do exist, indicate that children with disabilities were less likely to have access 
to basic necessities such as piped water in a dwelling (54%) and flush toilets (39%) compared 
to children without disabilities (60% and 44%, respectively). Then in terms of health, children 
with disabilities were reported to be 2.5 times more likely to experience illness (DSD, DWCPD 
& UNICEF, 2012). These data however, presented limitations since different criteria were used 
to measure childhood disability in the different data sources used in the study.   
 
A profile report on persons with disabilities in South Africa (Statistics South Africa, 2014a) 
contained comprehensive data on education revealing that for 5 and 6 year olds, children with 
severe walking (36%), communication (25%) and hearing (23%) difficulties were not enrolled 
in early childhood education. Furthermore, Coloured1 children with severe walking difficulties 
represented the highest proportion of children with disabilities who were not attending schools 
(45%), followed by Black African children (35%). On a promising note, there were no 
significant findings around differences based on gender for school attendance of children with 
disabilities in these early years. At primary level, children with severe sight impairments were 
most likely to attend school (93%) juxtaposed to children with severe walking (70%) and 
communication (77%) difficulties who were again amongst the groups who were least likely 
 
1 In South Africa, the term Coloured is a classification for people of mixed racial origin. The government requires 





to attend schooling. At this level of schooling, the racial disparities persisted, with Coloured 
and Black African children remaining the most marginalised. At the secondary level, in 
addition to the same patterns being present with respect to race and the types and severities of 
difficulties, gender disparities were also present where male children with mild disabilities 
(74%) were slightly more likely to attend school than female children with mild disabilities 
(72%). Largely, access to schooling was reported to be affected by inaccessible transport, 
attitudes pertaining to children with disabilities and inaccessibility of the curriculum. However, 
beyond education, no other analysis in this report considered children with disabilities 
(Statistics South Africa, 2014a). Findings on housing and access to services for instance were 
disaggregated by the disability status of the household head and not whether other household 
members including children experienced a disability.  
 
Other smaller studies have drawn somewhat similar conclusions as the two studies that have 
been described pointing to children with disabilities being prone to poorer living conditions 
than children without disabilities (African Child Policy Forum [ACPF], 2011; Human Rights 
Watch, 2016; Jeynes, 2016; Saloojee et al., 2007). Yet, these smaller studies present samples 
that are mostly incomparable and focus mainly on single outcome measures regarding children 
with disabilities. The Human Rights Watch Report for instance outlines educational challenges 
while Saloojee et al. (2007) consider health and welfare deprivations. Studies solely concerned 
with identifying elements that contribute to wellbeing are even scarcer than those identifying 
deprivation. One study that identifies a factor that contributed to wellbeing was conducted by 
Roux and Burnett (2010), who found that when children with disabilities participated in sport, 
they felt increased social support and improved integration into communities. Bantjes et al. 
(2015) also concluded that sport provided a medium for children with disabilities to experience 
inclusion through socialisation.  
 
Despite the research that has been conducted, no single study to date provides a detailed, 
multidimensional depiction of the situation of children with disabilities in South Africa. 
Challenges comparable to the global arena exist in South Africa, regarding the definition of 
disability, measurement tools used for children with disabilities as well as disaggregation of 
data on the basis of disability severity and type. Furthermore, in a context with high levels of 
poverty and inequality overladen with racial disparities and complex cultural beliefs, it is 
difficult to pinpoint where to begin to understand the interconnecting factors that influence 




Outlining South Africa’s landscape on children with disabilities in this way alludes to the fact 
that there is a need for extensive policy development to promote QoL, notwithstanding South 
Africa having one of the most progressive policy landscapes pertaining to children with 
disabilities.  
 
1.5.2. Current Policy Landscape for Children with Disabilities in South Africa  
The Bill of Rights of the Constitution of the Republic of South Africa of 1996 lays the 
foundational law in terms of promoting the QoL of South African citizens. In this regard, 
Section 9 upholds the right to equality for all citizens, including for persons with disabilities 
and Section 10 recognises the right to dignity of all citizens. Furthermore, the right to adequate 
housing is highlighted in Section 26 while Section 27 highlights the right to healthcare, food, 
water and social assistance of those who are unable to meet their needs. Children are the focus 
of Section 28 highlighting their right to family care, to nutrition, shelter, basic healthcare 
services and social services and protection from neglect and abuse. Within this framework, 
children are defined as those who are under 18 years. These provisions in the Constitution, are 
far reaching and provide safeguards for all children.  
     
Subsequent legislation was adopted to give effect to these Constitutional commitments. These 
include the White Paper on an Integrated National Disability Strategy (INDS) of 1997 
(Republic of South Africa, 1997). Grobbelaar-du Plessis and van Reenen (2012) highlight the 
fact that the purpose of the INDS was to promote and enhance human rights of persons with 
moderate and severe disabilities in South Africa. Supporting this white paper are the 
subsequent Children’s Act of 2005 (Republic of South Africa, 2005), the Education White 
Paper 6 on Special Needs Education (Department of Basic Education, 2001) and the Broad-
Based Black Economic Empowerment Act (Republic of South Africa, 2003), all serving to 
identify children and persons with disabilities as a target group for equity. The Children’s Act 
for instance emphasizes the importance of protection of all children, especially those with 
disabilities against unfair discrimination, while the Education White Paper 6 on Special Needs 
Education promotes inclusive education and the Broad-Based Black Economic Empowerment 
Act identifies persons with disabilities as a target group for employment equity.  
 




such as the Child Support Grant2 and the Care Dependency Grant3 are in place to meet the basic 
needs of children who live in poverty. In 2020, it was reported that, of South Africa’s 19.8 
million children, approximately 157 000 children with disabilities were beneficiaries of the 
Care Dependency Grant while 12.8 million were beneficiaries of the Child Support Grant 
(Children’s Institute, 2020; Patel, in press). Children also benefit from other forms of social 
assistance such as the Old Age Pension4 and Disability Grants5 for adults, since studies have 
found that these grants are usually pooled with household income to support families (Kidd et 
al., 2018; Ralston et al., 2016). These mechanisms– together with other measures such as access 
to health and social services, quality education, and the National School Nutrition Programme 
– comprise a comprehensive system geared towards aiding families to care for their children 
and to enable children to reach their full potential (Delany et al., 2016; Graham et al., 2015). 
In this regard, child immunisation is free at state clinics, while ‘no-fee schools’ are available 
to children who live in poverty. Within these schools, the National School Nutrition 
Programme offers free meals to children to improve their concentration and overall wellbeing. 
In 2020, it was reported that 10 million children benefited from the National School Nutrition 
Programme (Seekings, 2020). Finally, for children with disabilities, through the Education 
White Paper 6 on Special Needs Education (Department of Basic Education, 2001), an 
inclusive education system was formulated aiming to remove learning barriers. Access to basic 
services such as water, electricity, and sanitation are also provided by the state particularly in 
underprivileged areas and are aimed at the community level.  
 
In addition to South Africa’s expansive public policies and programmatic interventions, the 
country is also a signatory to international treaties such as the United Nations Convention on 
the Rights of the Child (UNCRC; 1989). Furthermore, South Africa ratified the United Nations 
Convention on the Rights of Persons with Disabilities (UNCRPD; 2006). While the UNCRPD 
applies to all persons with disabilities, Article 7 specifically calls on states to ensure that the 
best interest of children with disabilities are of primary consideration. Furthermore, Section 13 
 
2 This grant is a means-tested monthly cash transfer provided to caregivers of all children in lower-income 
households to assist caregivers with the costs of the basic needs of children. The value of the grant was 
approximately US$29 in 2020. 
3 This grant is a means-tested monthly cash transfer provided to caregivers of children with severe disabilities 
who require full time care. The grant was just over US$120 in 2020 and is provided to children who have a 
medically verified disability.   
4 This pension is a means-tested form of social assistance for persons over the age of 60. The value was 
approximately US$120 in 2020.  
5 This grant is a means-tested form of social assistance for persons over the age of 18 with a medically 




of the African Charter on the Rights and Welfare of the Child (Organization of African Unity 
[OAU], 1990) makes specific provision for the social integration and the individual, cultural 
and moral development of children with disabilities.  
 
More recently, the White Paper on the Rights of Persons with Disabilities (Department of 
Social Development, 2016) was approved in an effort to update the INDS as well as incorporate 
South Africa’s obligations in terms of the UNCRPD. These policies, in my view, align with 
Bergh’s (2017) description of a new type of social justice in South Africa that embraces Ubuntu 
(African humanness and dignity). However, just as Grobbelaar-du Plessis and van Reenen, 
(2012) questioned whether we are achieving the outlined goals in the INDS, this thesis asks the 
same question of the White Paper on the Rights of Persons with Disabilities, in consideration 
of the lack of comprehensive information on children with disabilities.  
 
1.6. Contested Understandings of Children’s Disability  
The globally acknowledged understanding of the word disability offers an umbrella term for 
“impairments, activity limitations and participation restrictions” (World Health Organisation, 
2011, p.4). This definition of disability implies that the construct is not an attribute of the 
individual but rather that a disability arises when attitudes or the environment interfaces with 
an individual’s health condition to hinder his or her participation in society (World Health 
Organisation, 2011). In recognising this definition of disability, standard setting documents 
such as the UNCRPD (2006) and the World Report on Disability (World Health Organisation, 
2011) concur that the concept is evolving. Mitra (2018, p.2) however, argues that “the term 
disability itself is unclear and conceptually elusive”. This elusiveness results in difficulties in 
conducting research on the construct.  
 
The definition of disability put forth by the World Health Organisation only came into effect 
in 2001 and while some authors take a critical view of the definition, the term does provide a 
comprehensive description of disability where there is no universally agreed upon model. 
However, the way in which disability is measured using this definition is often restricted as the 
physical environment and social aspects that influence disability are overlooked.  
 
The understanding of disability, especially as it relates to children, is contested globally and 




1.6.1. Biomedical Model of Disability 
The biomedical or individual model of disability is  concerned with understanding disability as 
a pathology (Riddle, 2014). Accordingly, disability is preventable or treatable by medical 
interventions, which would fix a disability, and help a person become ‘normal’. This idea 
implied that disability was a deviation from the norm (Mutanga, 2015; Riddle, 2014; Sullivan, 
2011). Furthermore, viewing disability through this medical lens presented persons with 
disabilities as needy and dependent on the state, family and society at large.   
 
The model, as described by Sullivan (2011), created an environment in which persons with 
disabilities were feared and pitied, and in some cases this attitude led to abandonment, 
admission into asylums and sterilisation of persons with disabilities. As a result of the medical 
model adopting an ‘abnormal-normal’ perspective, the entrenchment of stigmatisation and 
marginalisation of persons with disabilities became evident. Largely, this approach was 
because persons with disabilities were viewed as incapable of participating fully in society 
(Mutanga, 2015; Sullivan, 2011).  
 
The biomedical model was not developed with these negative outcomes in mind and so it is 
important to acknowledge the advantages of the model. Bricout et al. (2004) identified the goal 
of the medical model as prevention, treatment and management of diseases. With this goal in 
mind, they described a scenario of medical treatments based on the model that led to decreased 
physical challenges in children with cerebral palsy at various developmental stages. This 
decrease in physical challenges led to an enhancement of child capabilities. However, Mutanga 
(2015) argues, rightly so, that the uni-dimensionality of the medical model places power in the 
hands of healthcare professionals to decide what constitutes disability and impairment, who 
should receive treatment and what interventions are suitable for treatment. For this reason, the 
model is often construed as devaluing and dehumanising. 
 
As such, the medical model was rejected by Civil and Disability Rights Movements 
internationally and in South Africa for not considering how society hinders participation of 
adults and children with disabilities (Trani et al., 2011; Watermeyer et al., 2006).  Hence, 
despite being a model that intended to focus on assistance, it was clear that viewing disability 
from a purely medical standpoint served to hinder the optimal participation of persons with 




1.6.2. Social Model of Disability 
The social model of disability gained popularity in response to the deficiencies of the medical 
model (Watermeyer et al., 2006). It shifted thinking about disability and viewed people as 
‘differently abled’. Within this model, social structures and institutions were recognised as 
marginalising persons with disabilities (Braithwaite & Mont, 2009; Mutanga, 2015). The 
strong differentiation between ‘impairment’ and ‘disability’ in this model implied that while 
impairments refer to an individual’s condition, it is the social structures, environmental barriers 
or economic relationships of power that served to restrict participation of persons with 
impairments that in turn result in disability (Graham et al., 2014; Mitra, 2018; Sullivan, 2011; 
Watermeyer et al., 2006).  
 
The social model of disability considered three dominant types of discrimination. These are 
institutional – when policy excludes persons with disabilities; environmental – such as when 
buildings do not have wheelchair ramps; and attitudinal – when persons with disabilities are 
feared and excluded from society (Graham et al., 2014). Largely, when translated into policy, 
proponents of the social model tend to advocate for the rearrangement of architectural and 
physical access barriers in order to promote the full participation of excluded groups (Oliver, 
1996; Trani et al., 2011). The social model is also predominant in many South African policies 
that seek to promote access to opportunities and equal rights.   
 
While this model of disability is considered to be more progressive than the medical model, it 
was critiqued for over-emphasizing the societal contribution to disability, while failing to 
consider the ‘impairment effects’ or the individual experiences of impairment which is unique 
to each person (Thomas, 1999; Watermeyer & Swartz, 2008). Therefore, despite the welcome 
intention to make the environment more accessible for persons with disabilities, the omission 
of impairment effects implies a uniform or ‘one size fits all’ approach. This reductionist idea 
disregarded the multidimensionality associated with disability, emphasizing the need for a 
more complex understanding of the concept. When applied to children with disabilities, this 
need is more evident as individual experiences and abilities are known to shape different facets 





1.6.3. International Classification of Functioning, Disability and Health 
In an attempt to provide an understanding of disability that encompassed a synthesis of the 
individual and social factors associated with disability, the International Classification of 
Functioning, Disability and Health (ICF) emerged (Munsaka, 2014; World Health 
Organisation, 2013).  
 
The ICF, or biopsychosocial model of disability, was created with the intention to be a tool for 
measuring functioning6 in society by acknowledging that every person can experience some 
disability. The framework defines functioning as actual body functions, activities and 
participation while disability is an umbrella term for impairments, activity limitations and 
participation restrictions (World Health Organisation, 2002).  
 
 
Figure 1.1: Factors contributing to the ICF (adapted from World Health Organisation, 2002)  
 
Figure 1.1 indicates that the ICF considers these concepts in two parts: (1) Functioning and 
Disability and (2) Contextual Factors. Functioning and disability consist of ‘body functions 
and structure, activities and participation’. Body functions and structure in the model refer to 
an individual’s body parts, organs or systems. Activities are the execution of tasks which a 
person can undertake individually; while participation describes the involvement in or the 
problems experienced trying to involve oneself in life situations (Graham et al., 2014; World 
Health Organisation, 2002).  
 




Contextual factors in the ICF comprise ‘environmental’ and ‘personal’ factors. Environmental 
factors are unpacked as the physical, social and attitudinal surroundings which either facilitate 
or hinder functioning (Watermeyer et al., 2006; World Health Organisation, 2002). Physical 
factors could include building design for example, while societal factors refer to policies and 
legislation. Attitudinal factors are cognisant of the fear or condescension to which persons with 
disabilities are sometimes exposed. Personal factors specify aspects such as gender, race, 
education and profession (World Health Organisation, 2002). In this regard, the ICF provided 
a more nuanced understanding of disability and understood it to be “an experience that arises 
out of the interaction between a person with a health condition and the context in which they 
live” (Watermeyer et al., 2006). Figure 1.2 below contains a summary of the chapters contained 
in the ICF.  
 
 
Figure 1.2: ICF components and domains (World Health Organisation, 2002)  
 
Despite its holistic approach to understanding disability, the ICF came under criticism in two 
ways. First, it does not consider the diverse developmental stages of children with disabilities. 
For children and youth specifically, the International Classification of Functioning, Disability 




developmental diversities when measuring disability (World Health Organisation, 2007). The 
ICF-CY acknowledges that the types of disabilities in children differ from those in adults and 
that the questions asked of adults to measure disability are not always appropriate for children 
(Crialesi et al., 2015; World Health Organisation, 2007). Therefore, ICF-CY adopts the same 
terminology and concepts as the ICF but it contains additional parameters such as learning and 
applying knowledge, creating relationships and playing (Crialesi et al., 2015). However, the 
measurement tool mobilising the ICF-CY has not been validated for use in the South African 
context (Visser et al., 2016). 
 
A second critique of the ICF refers to the conceptual understanding of disability put forward. 
Despite the ICF being used as a normative measure of disability in any context, the fact that 
the model does not recognise aspects such as resources or the agency of persons with 
disabilities, remains problematic (Mitra, 2018). In his critique of the ICF when considering 
students with disabilities in South Africa, Mutanga (2015) explains that inequalities, resources 
and services that impact the coping mechanisms of families who care for members who have a 
disability are not considered. Herein also arises the relational interdependence of living with a 
disability.   
 
1.6.4. Ubuntu Model of Disability 
In the African context, the concept of Ubuntu is central to society. Ngubane-Mokiwa (2018) 
describes how in the African culture, one is not considered a human being unless s/he is 
concerned with the wellbeing of others. Hence, as it relates to children, care is a way in which 
children experience our humanity, demonstrating the importance of relational interdependence. 
For children with disabilities in South Africa, the Ubuntu model of disability is also pertinent 
(Berghs, 2017). While this model is in its infancy, it has important implications for disability 
studies in South Africa. Through the model, Berghs infers that disability arises due to sensory, 
cognitive, physical, mental and spiritual imbalances. Ngubane-Mokiwa's (2018) investigation 
into Ubuntu and disabilities highlights how the dehumanising treatment of persons with 
disabilities is often a result of a fear of not knowing about their needs and how they live since 
most citizens do not have contact with persons with disabilities. These fears result in the 
elements of care, compassion and respect associated with Ubuntu being compromised. 
Furthermore, according to Le Grange (2012), while Ubuntu relates to relational 




of Ubuntu. These include consideration of spiritual interdependence and ancestral beliefs. 
Sadly, despite the existence of the view of disability as a gift from God (Chataika & McKenzie, 
2013; Mathye & Eksteen, 2016), the belief in African communities where research has been 
carried out, is that disability is a result of a curse or ancestral punishment (Ngubane-Mokiwa, 
2018) which often leads to the exclusion of persons with disabilities. For this reason, Ngubane-
Mokiwa (2018) highlights the need for Ubuntu to be renegotiated in communities to ensure 
that persons with disabilities are not left powerless “in the face of tradition” (p.6). An important 
part of this renegotiation would be to foreground the importance of caring for each other’s 
wellbeing, as is crucial to this study.   
 
1.6.5. The Approach to this Study: A Synthesis of the Capabilities Approach and the 
Principle of Ubuntu      
Each of the theories explained so far has its limitations, either in focusing on specific elements 
relating to disability thus inhibiting a holistic understanding, or by being underdeveloped. For 
this reason in recent years, scholars have used the Capabilities Approach (CA) to inform 
disability assessment studies (Burchardt, 2004; Dubois & Trani, 2009; Graham et al., 2014; 
Mitra, 2014, 2018). This approach is appropriate for the study as it acknowledges the current 
situation of persons with disabilities while enabling an assessment of the range of opportunities 
to which a person with disabilities has access. By expanding one’s focus to possible 
opportunities, the influence of cultural arrangements and the socioeconomic and political 
landscape can be accounted for  (Sen, 1999b).  
 
Having recently been applied to childhood studies, the CA allows researchers to interrogate the 
continual shifting idea of what it means to be a child with a disability (Ballet et al., 2011; Trani 
et al., 2011). Therefore, drawing on Mitra (2018) who embeds her definition of disability in 
the CA via the Human Development Model of Disability, Health and Wellbeing, this study 
adopts the view that a disability is a deprivation that arises in functionings and capabilities for 
persons with health deprivations. Robeyns (2017) clearly summarises the distinction between 
functionings and capabilities as being similar to the difference between an actual achievement 
and having the freedom to achieve something. Hence, Mitra’s definition infers that disability 
results from the interaction between a person’s individual health condition (such as a sight 
impairment) and resources (e.g. goods and services), personal factors (e.g. age and gender) and 




for their growth, conversion factors are another feature central to understanding childhood 
disability. Conversion factors refer to those factors required for resources to be converted into 
functionings and capabilities. For instance, a common conversion factor noted in the literature 
on child wellbeing is a mother’s level of education (Comim et al., 2011; Patel, et al., 2017).  
 
In adopting Mitra’s definition of disabilities within a South African context, an important 
aspect for consideration would be the unique cultural beliefs and African conceptions of 
disability. Therefore, the African concept of Ubuntu becomes pertinent, highlighting the 
importance of the formation of identities through the connection with others  (Eze, 2018), while 
emphasising respect for human dignity and diversity (Eliastam, 2015; Schreiber & Tomm-
Bonde, 2015). In terms of the contrasting views on whether disability emerges as a gift from 
God (Chataika & McKenzie, 2013; Mathye & Eksteen, 2016) or whether it is a result of a curse 
or ancestral punishment (Ngubane-Mokiwa, 2018), the latter can lead to the exclusion of 
persons with disabilities. The meaning of disability is not investigated in this study; however, 
the principle of Ubuntu is a central principle in African culture and social life, highlighting the 
importance of adequate care for children irrespective of one’s ability (Berghs, 2017).  
 
Therefore, in this study, ideas emanating from the CA interwoven with Ubuntu provide a useful 
framework through which childhood disability can be understood in the South African context. 
Collectively, the CA combined with the principle of Ubuntu provides the conceptual 
framework of the study.  
 
1.7. Design and Method  
The study design was quantitative and explanatory in nature. It encompasses an analysis of the 
2011 and 2016 waves of the South African General Household Survey (GHS) (Statistics South 
Africa, 2012, 2017a). The GHS is conducted on an annual basis in South Africa with the aim 
to measure the living circumstances of households in relation to education, health, social 
development, housing, and services to name a few (Statistics South Africa, 2017b). The GHS 
is a rich dataset in that it includes both household and individual characteristics. The kind of 








Table 1.1: General Household Survey Data 
Household Characteristics Individual Characteristics 
Dwelling type Demographics 
Home ownership Education 
Access to basic services Employment 
Transport Income 
Assets Health 
Land ownership  Fertility 
Agriculture Mortality 
 Disability 
 Access to social services 
 
Consequently, the overarching research question guiding this study was:  
• What comprises the measurement of QoL for children with disabilities in South Africa? 
 
The following sub-questions were necessary to address the main research question:  
• How do we conceptually understand the QoL for children (including those with 
disabilities)? 
• What dimensions constitute QoL indices for children (with and without disabilities) in 
South Africa? 
• Does QoL differ between children with and without disabilities? 
• Does child QoL differ based on heterogeneity in disabilities? 
• Does caregiver and social/environmental characteristics influence the QoL of children 
with disabilities? 
• What are the implications of this research on policy, research and interventions seeking 
to improve the QoL of children with disabilities? 
 
In order to answer these research questions, Categorical Principal Component Analysis 
(CATPCA) and the method of Nicoletti et al’s (2000) method was adopted to extract, weight 
indicators and to construct the composite QoL indices required for this study. T-tests were then 
used to compare QoL between children with and without disabilities, and between children 
with moderate and severe disabilities. Additionally, an Analysis of Variance (ANOVA) was 




Lastly, regression analysis by means of an Ordinary Least Squares (OLS) estimation technique 
was implemented to determine whether caregiver and social/environmental characteristics 
influenced the QoL of children with disabilities. These techniques are described in detail in the 
relevant chapters of this thesis.  
 
While this study sought to provide a comprehensive understanding of QoL for children with 
disabilities in South Africa, the following limitations and delimitations should be noted.  
 
A first limitation is in respect of the data that were used. The use of data that were not collected 
for the purposes for which they would be used could be deemed problematic. This limitation 
is evidenced in the fact that the GHS does not contain data on intellectual disabilities and 
emotional disturbances. However, for types of disabilities identified by the Washington City 
Group on Disability Statistics (Madans et al., 2011), the GHS contains sound proxy indicators 
that may be used to measure wellbeing. The use of secondary data is common in the 
development of indices as demonstrated by the South African Multiple Deprivation Index for 
Children (Barnes et al., 2007). The approach is also in line with Alkire (2008) who proposed 
that one way of selecting wellbeing indicators can be from existing data.  
 
A second limitation was identifying disability using Washington Group on Disability Statistics, 
a short set of questions measuring functional difficulties that may result from health 
deprivations and/or impairments in interaction with personal or structural factors, and 
capabilities/functionings. While this measure has been recommended for household survey and 
censuses (Madans et al., 2011), it does not consider developmental stages relating to childhood. 
While the UNICEF/Washington Group Module to measure child functioning has been in 
development since 2011 (Loeb et al., 2017) to take the development stages of children into 
account, it has only been tested on a small scale in a South African rural area for children aged 
two to four years (Visser et al., 2016). Therefore, until this measure is validated for use in South 
Africa and is included in large surveys, the Washington Group on Disability Statistics remains 
the preferred measure of disability. 
 
A third limitation is that by aggregating the data into an index, the nuances relating to the living 
conditions of vulnerable children may have been lost. However, an index is an important point 
to start identifying objective indicators that could inform changes in policy implementation 




analyses were conducted to identify the nuances in children’s QoL. These analyses include 
those of children with different types and severities of disabilities and the investigations into 
the caregiver and social/environmental circumstances that may affect childhood disabilities.    
 
A fourth area for this research relates to the lack of data on achievements in special needs 
education attained by children with disabilities. While mainstream educational indicators were 
included in this study, the inclusion of special needs indicators in future research could yield 
more nuanced findings in terms of children’s education.  
 
Fifth, in the context of a lack of physical health indicators in the GHS, a health domain was not 
included in the QoL index. These similar limitations were experienced in the construction of 
other child indices such as the South African Index of Multiple Deprivation for Children 
(Barnes et al., 2007). To counteract this limitation, indicators on household access to food were 
included in the index given its central role in the physical development of children (Agüero et 
al., 2007).  
    
A sixth limitation relates to the care variable used in this study. The assumption was made that 
a larger number of adults in the household equates to higher levels of available care for children 
on the basis of Ubuntu, which prioritises the importance of communal care for children. 
However, the only way that this assumption can be accurately determined is through qualitative 
research to investigate care responsibilities. This kind of study is therefore recommended for 
further research.  
 
In addition, this study has certain delimitations (aspects that the study will not cover). The first 
delimitation of this study is that it did not seek to focus on subjective wellbeing as a measure 
of QoL, which is necessary to assess the views of children themselves and their caregivers. The 
study rather sought to provide valuable insights into understanding QoL of children with 
disabilities in South Africa on a national level, in order to identify objectively verifiable 
dimensions that contribute to their wellbeing and development. It is recommended that future 
studies engage with subjective notions of wellbeing by adopting qualitative or mixed methods 
techniques.  
 
A second delimitation is the fact that this research did not seek to address conceptions of 




is a serious issue in disability studies (Swartz, 2018), this research sought to gain an in-depth 
understanding of the wellbeing of children who are identified as having a disability using 
globally accepted measures that are used to inform national level policy and interventions.  
 
1.8. Study Structure 
Structurally, this thesis consists of an introduction, a theoretical chapter, a methodology 
chapter, three data chapters (in essay format) and a conclusion. Each data chapter is based on 
an empirical analysis of data with the aim to answer a specific research question which 
collectively assesses the QoL of children with disabilities. These works together, contribute 
substantially to advancing knowledge on children with disabilities in South Africa.  
  
Following this introductory chapter, the objective for Chapter 2 is to discuss the theoretical 
approaches that inform the conceptualisation and assessment of QoL of children. This chapter 
is fundamentally a theoretical piece of work that seeks to explain key concepts relating to the 
notions of disability and QoL.  
 
Chapter 3 presents literature on existing QoL indices. It also provides a detailed description of 
CATPCA and the method of Nicoletti et al. (2000), which were used to construct and weight 
the composite multidimensional indices developed in this study. The chapter also describes the 
actual construction of the indices.  
 
Chapter 4 is a standalone essay engaging with the differences in QoL between children with 
and without disabilities in South Africa. The contribution of this chapter is three-fold. The first 
contribution is to compare the QoL of children with and without disabilities at two points in 
time7 (2011 and 2016). A second contribution is to ascertain whether the order of dimensions 
that explain QoL remain the same for both children with and without disabilities at the two 
points in time. The third contribution is to determine whether there are differences in the QoL 
of children based on their individual demographic factors such as age, gender and race.  
 
The next chapter (Chapter 5) addresses the QoL and heterogeneity of children with disabilities. 
In this chapter, the contribution is also three-fold. The first contribution is to compare the QoL 
of children based on the type and severity of disability experienced at two points in time (2011 
 




and 2016). A second contribution is to ascertain whether the order of dimensions that explain 
QoL differ based on heterogeneity in disability at the two points in time. The third contribution 
is to determine whether there are differences in the QoL of children based on their individual 
demographic factors such as age, gender and race, and their intersection with disability.  
 
Chapter 6 seeks to test relationships between QoL of children with disabilities and independent 
variables that influence children’s QoL that are related to caregiver and social/environmental 
characteristics (Comim et al., 2011). These variables would include the geographic location in 
which a child resides for instance or parent characteristics such as the level of education or 
employment status. The first contribution of the chapter was to use Ordinary Least Squares 
(OLS) regression analysis at the two points in time (2011 and 2016), to investigate the 
associations between the aforementioned characteristics and the QoL of children with 
disabilities. The second contribution was to assess whether the results of the OLS regression 
differed based on heterogeneity in disability.  
 
The final chapter (Chapter 7) of this thesis concludes the study, providing an overview of the 
findings in relation to the theoretical framework. The implications for policy and practice and 
future research directions are also outlined. Finally, this study’s original contribution to 




2. Chapter 2: Wellbeing, Disability and Child Development – Key Concepts, 
Approaches to Understanding Quality of Life 
 
2.1. Introduction 
The conceptualisation and assessment of quality of life (QoL) as it relates to children with 
disabilities is central to this study. Since QoL emerged as a construct, there have been 
conflicting views of what constitutes a good QoL. Therefore, over the years this concept too, 
has evolved, much like disability. In the first part of this chapter, theoretical assumptions 
relating to QoL are discussed. This discussion is followed by part two, which engages with the 
links between QoL and child development. Lastly, this chapter explicates how the assessment 
of QoL is possible for children with disabilities through the Human Development Model of 
Disability, Health and Wellbeing, which is embedded in the Capabilities Approach (CA).    
 
2.2. Theoretical Issues Pertaining to Quality of Life  
2.2.1. Evolution of the Field of Quality of Life  
The development of QoL as a field of enquiry emerged in the 1950s when the idea of human 
wellbeing was viewed as a purely economic phenomenon. It was assumed that economic 
growth would lead to reduced poverty. From this perspective, wellbeing or QoL was 
determined by a single measure of income (Sumner, 2004), implying that as income increased, 
so would the ability of an individual or a household to purchase and consume goods and 
services leading to improved wellbeing. In developing countries, an idea that ran parallel with 
the narrow focus on income as a sole indicator of QoL, was modernisation theory which held 
sway at this time (Thomson, 2015). This theory assumed that developing countries would 
follow the growth path of Western developed countries. Related to this market oriented and 
income-based approach to QoL, was the view that religious and cultural beliefs and practices 
were barriers to economic development. To overcome this state of under-development in 
developing countries, Western values, systems of governance and investments in economic 
inputs such as science, technology and infrastructure, were thought to bring about 
modernisation and lead to economic growth (Thomson, 2015). Limited human development 
investments by the state were also advocated for, as this approach was seen to divert resources 
away from productive activity. This approach was however severely criticised as 
modernisation theory and associated economic policies did not automatically lead to improved 




education, health, nutrition and housing to promote wellbeing known as the basic needs 
approach would set a minimum standard for social welfare (Midgley, 2019). These ideas were 
influential in the adoption of the United Nations Millennium Development Goals (MDGs) and 
represented an attempt to counter the conservative market oriented or neo-liberal policies that 
were prominent in the 1980s and early 1990s. While different interpretations of the 
development process were evident with wide ranging normative policy prescriptions, what was 
significant was the emerging consensus of multidimensionality of human development beyond 
income. These ideas were particularly persuasive in responding to the needs of vulnerable 
populations in developing countries (Surender & Walker, 2013) such as children. This shift in 
thinking about QoL was also accompanied by increasing social recognition of the human and 
social rights of people and their right to development. These ideas support the inclusive 
approach of the Sustainable Development Goals (SDGs) to ensure that no one is left behind, 
opening the way for the social recognition of children including those with disabilities, who 
were the focus of this study (United Nations, 2019).    
 
Alongside the evolution of QoL as a field of enquiry in development studies and economics, 
scholars in the field of psychology also contributed to widening the scope of wellbeing studies 
and introduced the importance of the notion of ‘subjectivity’ in determining a good QoL. In 
early investigations, it was argued that the true wellbeing that a person experiences can only 
be constructed by the person concerned, and that QoL required a more nuanced approach. 
During the 1970s, Maslow’s Hierarchy of Needs gained momentum (Alborz, 2017; Maslow, 
1987). Although Maslow did not position his theory in terms of QoL, the underlying tenets that 
related to fulfilling the needs of an individual implied that improving wellbeing was the end 
goal. Maslow’s Hierarchy of Needs positioned human needs as a spectrum of fundamental to 
higher-order needs which included: physiological, safety, belonging and love, esteem, self-
actualisation, knowledge and aesthetic needs (Alborz, 2017; Greyling, 2013; Maslow, 1987). 
Despite providing a hierarchy, Maslow acknowledged that no specific order was imposed but 
that for most people, focus will shift to higher-order needs once their fundamental needs have 
been realised (Alborz, 2017). To illustrate an exception however, Maslow described how a 
person might leave employment to save their self-respect and by doing so put themselves at 





Figure 2.1: Maslow’s Hierarchy of Needs  
 
While seemingly comprehensive in providing a multidimensional approach to improving 
people’s lives, scarce scientific evidence existed to support the Hierarchy of Needs (Alborz, 
2017; King-Hill, 2015). Furthermore, despite Maslow inferring that no hierarchical order 
should be imposed, the rigidity of the theory was heavily questioned (Hofstede, 1984). Perhaps 
the most pertinent criticisms of Maslow’s theory for this study relate to arguments made by 
Hofstede (1984) who infers that the diverse cultural and intellectual needs of a society are not 
considered within the hierarchy. Furthermore, self-actualisation for instance, would differ in a 
collectivist society compared to in an individualistic society – or in the case of this study, in 
relation to children with disabilities.  
 
Subsequently, in the 1980s to the contemporary period, one of the most influential QoL theories 
to date that emerged was the Capabilities Approach (CA) (Sen, 1985). The CA broadens our 
understanding of aspects of welfare economics and social welfare policies concerned with 
reducing poverty and vulnerability and in promoting wellbeing. Sen (2003, 2009) describes 




to the evaluation of life quality. In the section that follows, the key ideas that comprise the CA 
as it relates to QoL are discussed briefly.        
 
2.2.2. The Capability Approach and Quality of Life  
Returning to the key concepts of the CA to view human life in relation to functionings and 
capabilities, we understand that functionings refer to what human beings can achieve out of a 
list of capabilities or possible achievements. In this way, wellbeing can be construed as 
multidimensional considering the multiple functionings that human beings can achieve. Also 
important to achieving wellbeing are commodities and resources which are defined as raw 
material that are “mediated to provide individuals with the ability to achieve functionings” 
(Alborz, 2017, p.21). These commodities may be financial or non-financial. Furthermore, the 
mediation of resources is made possible through conversion factors. Conversion factors pertain 
to three categories, namely personal (physical ability, age, gender); social (cultural and social 
norms); and environmental (climate, public facilities). These environmental factors for 
children, according to Comim et al. (2011), may be contained within the household. “For 
instance…a mother’s education typically enhances her children’s opportunities for health and 
education” (p.8). In attempting to use this theory to try to determine what factors might be 
pertinent to wellbeing, Sen emphasizes the freedom of individuals in choosing what they want 
to achieve in order for their lives to be meaningful (Sen, 2004). In this way, Sen allows for the 
consideration of human diversity and emphasizes freedom when conceptualising wellbeing as 
he states that “pure theory cannot ‘freeze’ a list of capabilities for all societies for all time to 
come, irrespective of what the citizens come to understand and value. That would be not only 
a denial of the reach of democracy, but also a misunderstanding of what pure theory can do” 
(Sen, 2004, p.78). Thus, Sen does not generate a list of capabilities that he associates with 
wellbeing.  
 
Nussbaum (2003; 2011) on the other hand refers to Sen’s perspective on freedom as too vague. 
She therefore proposes a list of 10 Central Human Capabilities that are required to enhance 
human dignity. Nussbaum’s list of capabilities includes: (1) Life; (2) Bodily health; (3) Bodily 
integrity; (4) Senses, imagination and thought; (5) Emotions; (6) Practical reason; (7) 
Affiliation; (8) Other species to have relationships with; (9) Play; and (10) Control over one’s 
environment. Sen himself notes the usefulness of Nussbaum’s list in setting out requirements 




being positioned as universal (Gonzalez, 2013). Gonzalez (2013) questions how governments 
may implement these capabilities in a society if they have no reason to value such capabilities. 
The same concern can be raised about whether the capabilities selected by Nussbaum would 
be valued by children with disabilities. While Nussbaum alludes to aspects of care under 
Affiliation and Bodily Life for instance, she does not explicitly mention this aspect, which I 
believe, is a crucial element in the wellbeing of children with disabilities and a central tenet of 
Ubuntu. Furthermore in critique of Nussbaum, Schweiger and Graf (2015) concur with my 
point of view, although in relation to all children, where they question how children might have 
control over their environments with regard to political participation and the ability to own 
property. Within these critiques, I also highlight another criticism of Nussbaum’s theory 
pertaining to the freedom of choice. In this study, I draw from both Sen and Nussbaum as I 
believe that theory alone cannot determine a list of capabilities; however, certain key 
components (albeit not necessarily those in Nussbaum’s list) are required for wellbeing, should 
children or caregivers decide to access them. It is important, specifically for investigations on 
children, to use theory to guide our work on suitable wellbeing measurements.  
 
2.2.3. Children, Disability and the Capabilities Approach  
Perhaps the most comprehensive CA framework put forward that is specific to children and 
embedded in the CA, emanates from Biggeri and Mehrotra (2011). Based on interviews with 
children, multidimensional wellbeing included 14 domains. These domains include: (1) Life 
and physical health; (2) Love and care (3) Mental wellbeing; (4) Bodily integrity and safety; 
(5) Social relations; (6) Participation; (7) Education; (8) Freedom from exploitation; (9) Shelter 
and environment; (10) Leisure activities; (11) Respect; (12) Religion and identity; (13) Time 
autonomy; and (14) Mobility. These domains were tested in relation to children with 
disabilities in Afghanistan (Trani et al., 2011). In some ways, Biggeri and Mehrotra’s list 
overlaps with the stance on domains of nurturing care for children put forth by Jamieson et al. 
(2017) in the South African context who consider wellbeing to be the presence of (1) Health; 
(2) Nutrition; (3) Responsive caregiving; (4) Safety; and (5) Learning and stimulation – all 
encompassed within enabling and supportive contexts. The Organisation for Economic Co-
operation and Development (OECD) also positions wellbeing for children as material 
wellbeing, housing and environment, education, health and safety, risk behaviours and quality 




For children with developmental disabilities, and with the end goal of affiliation and self-
actualisation, Raphael et al. (1996) proposed the following conceptual model for Family QoL 
(Figure 2.2). The elements in their model reflected the possibilities that a person can enjoy in 
life and were specific to being, belonging and becoming, defined as follows: ‘Being’ - a child’s 
identity as determined by how others perceive her/him; ‘Belonging’ - the extent to which the 
child has a safe and secure environment; ‘Becoming’- a child being nurtured for growth and 
development.  
 
Figure 2.2: Conceptual Model for Family QoL of Children with Developmental Disabilities 
(Raphael et al., 1996)  
 
This model has recently been applied to children with all disabilities in Ethiopia by Tefera et 
al., (2018) who have tried to respectively equate aspects of ‘Being’, ‘Belonging’ and 
‘Becoming’ with the ‘means to achieve’, ‘conversion factors’ and ‘functionings’ in the CA. 
Yet, due to the qualitative nature of the research, the emanating themes were intertwined 
making the three aspects difficult to delineate. However, the value of the study and integrating 
the CA into the analysis, was that contrary to the initial view that disability does not lead to 
increased or decreased QoL (Raphael et al., 1996), it was clear that children with disabilities 
in Ethiopia were marginalised and experienced a lower QoL due to their disabilities (Tefera et 





The emphasis on measurable domains of QoL are specifically important when one considers 
how the situation of children with disabilities may be improved from a human rights 
perspective as outlined in the SDGs (United Nations Development Programme, 2018), 
international treaties on children’s human rights (Nussbaum & Dixon, 2012; UNCRC, 1989; 
UNCRPD, 2006) and the national policies in South Africa (Department of Social Development, 
2016). Conceptually, it is evident that researchers working with children and seeking to gain a 
comprehensive view of their wellbeing need to adopt a multidimensional approach to the 
construct. However, information relating to QoL needs to be context specific. In this regard, 
concepts that encompass wellbeing need to be empirically and theoretically informed, 
objectively measurable, and can account for the influence of social and cultural arrangements 
(Schweiger & Graf, 2015). Schweiger and Graf (2015) concur that if these specific criteria are 
satisfied, a completely definitive list is not essential to provide fundamental evaluation 
practices to government and institutions that aim to promote social justice and decrease 
distributional inequalities.  
 
In South Africa, communal ways of living and the interconnectedness between children with 
disabilities, their families and the community needs to be factored into our multidimensional 
understanding of wellbeing. In addition, the focus on child rights and wellbeing elements in 
developing countries tend to include “access to education, basic nutrition, shelter, health (or 
healthcare services), social services, and social security; recreation (or sport); a name and a 
nationality from birth; and protection from maltreatment, neglect, abuse, degradation, 
exploitative labour practices, or other inappropriate or dangerous forms of work” (Nussbaum 
& Dixon, 2012, p.551). This list is relevant to South Africa, as highlighted in the Children’s 
Act of 2005 (Republic of South Africa, 2005) and in other developing countries. Therefore, to 
gain an understanding of what constitutes a good QoL, an examination of how the 
multidimensional construct has been measured over time is required. Because this element 
closely informs the construction of the new indices, it is discussed in Chapter 3.  
 
To conclude the theoretical discussion on QoL, this research draws on various views seeking 
to understand QoL aspects that lead to welfare and development. There are three key positions 
taken pertaining to QoL of children with disabilities in this study. First, the wellbeing of 
children with disabilities should be considered from a multidimensional standpoint, so as to 
adequately capture the various functionings that children and their caregivers may choose to 




social indicators approach to the wellbeing of children with disabilities. To elaborate, children 
with disabilities should have access to various resources that are commonly associated with 
wellbeing such as education, services and care, to name a few. They can then access these 
resources in ways that they (and their families) consider meaningful to their development. In 
this way, the freedom to select resources that can contribute to achieving a good QoL is 
incorporated. Third, QoL for children with disabilities also needs to include subjectivity, 
although this element of wellbeing is a delimitation of this study.  
 
2.2.4. Conceptualisation and Measurement of Quality of Life: A Summary      
The above review of the evolution of enquiry into QoL shows a long trajectory dating back to 
the 1950s and to date, there is no universal list of what is required to determine a good QoL. 
Also, the dimensions emanating from different studies have not been uniform. Furthermore, 
both quantitative and qualitative studies have pursued questions of human wellbeing yielding 
different and possibly mixed outcomes. The different approaches to pursuing QoL research  
depend on whether researchers aim to investigate health-related QoL that focuses largely on 
medical conditions, or alternatively social indicators research that tends to be concerned with  
people’s living conditions.  
 
Table 2.1: Conceptualisation and Measurement of QoL adapted from 1950s – present (adapted 
from Sumner, 2004)  
Period Meaning of Wellbeing Measurement of Wellbeing 
1950s Economic wellbeing GDP growth  
1960s Economic wellbeing GDP per capita growth 
1970s Basic needs GDP per capita growth + basic goods 
1980s Economic wellbeing GDP per capita growth but rise of non-
monetary factors 
1990s Human development/capabilities Human development + sustainability  




Universal call to action to end 
poverty, protect the planet and ensure 
that all people enjoy peace and 
prosperity 
The SDGs 
MDGs = Millennium Development Goals 





Table 2.1 provides a summary of the evolution of wellbeing from an economic to social 
development perspectives between the 1950s and 2000s. In the table, we can see that in the 
1950s, income was solely measured in relation to QoL. The 1970’s focus on basic needs as 
well as income represented Maslow’s influence. In the 1980s the World Development Report 
(World Bank, 1980) intended to encapsulate income, nutrition, education and health as part of 
wellbeing, but the debt crisis at the time undermined the importance of non-economic 
wellbeing indicators (Sumner, 2004). Sen’s CA then gained momentum in the 1990s. 
Subsequently, the MDGs followed by the emergence of the SDGs. The justification for the use 
of the CA to investigate human or child development in this study is evident as it provides a 
comparative way to assessing QoL outcomes across countries. It also lends itself to analysis 
within groups of people with different social, economic, cultural and demographic 
characteristics and comparing individuals with and without disabilities, which is the focus of 
the study.      
 
2.3. Child Development and its Links to Quality of Life  
One of the challenges identified previously in QoL research is the need for a nuanced 
understanding of children’s development across the different stages of childhood and the 
factors that are associated with better wellbeing outcomes. This review of the literature on QoL 
and specifically of the QoL of children will be incomplete without mention of the theories of 
child development and the factors that may influence their social outcomes. These theories 
have their origins in disciplines such as psychology and sociology and are pertinent to this 
appraisal of the literature.                              
 
Child development theories have historically been dominated by the field of psychology. Many 
of the research studies upon which the theories are based were rooted in Western culture and, 
according to Ansell (2017), were initially conceptualised as a way to find solutions to 
psychological problems. The predominant theories of child development were individualistic, 
solely focused on cognitive aspects of development and perhaps most disconcerting, viewed 
childhood as fraught with challenges that need to be overcome (Ansell, 2017; Comim et al., 
2011).  
 
Early psychological theories predominantly focus on individualistic approaches and cognitive 




Whether one considers Piaget’s Stages of Cognitive Development (Piaget, 1954), Erikson’s 
Stages of Psychosocial Development (Erikson, 1950) or Vygotsky’s Cognitive Development 
Theory (Vygotsky, 1962) to name a few, the dominant orientation was to view children as 
passive objects whose development needed to be completed and who had limited capacities for 
social interaction (Comim et al., 2011). For children with disabilities who experience different 
growth trajectories – keeping in mind the experiences of the different types and severities of 
disability – the application of these psychological theories has been considered problematic 
due to their inability to accommodate a diverse range of children with different levels of 
development (Jordan & Tseris, 2017). In addition, the environment in which a child developed, 
the diversity of non-Western cultural backgrounds of children and how this factor may 
influence their experiences of childhood received limited attention in the application of these 
theories (Huang, 2018). 
 
In contrast to the individualistic approaches often taken by most psychologists, sociologists 
have historically paid greater attention to childrearing practices and the socialisation of children 
in societies. This understanding of development, however, also viewed children as passive 
instruments that received and reproduced information that shaped their adult selves (Caputo, 
1995). Commonalities with psychological theories existed in that children were not considered 
active participants in their own development and furthermore, the structural changes in society 
that influenced development were not adequately considered (Ansell, 2017). Sociological 
views on child development began to shift as the notion that children should be placed at the 
centre of the development process became more acceptable. These ideas were promoted by the 
proponents of the Sociology of Childhood (Ansell, 2017). Child development from this 
standpoint moved beyond their cognitive development to encompass other dimensions of child 
wellbeing namely their physical, mental, moral, spiritual and social dimensions of growth 
(Jamieson et al., 2017; Savahl et al., 2015). Furthermore, the interaction of the child with his 
environment and how this interaction plays a central role in the child’s growth and development  
has been well articulated by Bronfenbrenner’s ground-breaking Ecological System’s Theory 
(Bronfenbrenner, 1986). The latter approach captures the multidimensional conception of 
children’s development and factors associated with their wellbeing and warrants further 
consideration of Bronfenbrenner’s ideas.   
 
Urie Bronfenbrenner, also a developmental psychologist, suggested that child development 




environment (Bronfenbrenner, 1986), indicating that development was influenced by both 
biology and environmental factors. The environment, according to Bronfenbrenner, could be 
divided into four systems: the microsystem, mesosystem, exosystem and macrosystem 
(Bronfenbrenner, 1979). Figure 2.3 best describes the model:  
 
    
 
Figure 2.3: Bronfenbrenner’s Ecological Systems Theory (Härkönen, 2017)  
 
Lippman et al. (2011) describe the microsystem as being at the closest level to the child. It is 
the child’s immediate environment, “formed by a network of interactions in any one setting 
(family, school, neighbourhood) where a child interacts directly with people and activities” 
(Lippman et al., 2011, p. 430-431). The mesosystem then is constituted of interactions between 
two or more microsystems (such as when the family and a religious setting interact). Lippman 
et al. (2011) goes on to describe the exosystem as comprising factors such as the parent’s 
workplace, local government and the school board. The child usually has limited access to 
these contacts but they do continue to influence his or her life (Omar, 2010). The final system 
that influences the development of children is the macrosystem, constituted of culture, beliefs 
and the ideologies that envelop and influence the context within which a child develops 




dependent on a variety of systems, a multidimensional analysis of QoL factors within the 
environment that enable child development is pertinent.  
 
2.3.1. The Relevance of the Theories for Children with Disabilities in South Africa     
In an application of Bronfenbrenner’s model to children with disabilities in a South African 
rural study, children with physical disabilities were found to experience negative influences in 
many domains of their lives (Ben-David & Nel, 2013). With regard to the macrosystem, 
cultural beliefs that disability is associated with witchcraft in rural South Africa was a dominant 
consideration as it led to stigma against children with disabilities (Ben-David & Nel, 2013). 
Analysis of the microsystems showed that families were often scattered because of parents 
migrating for work or were deceased due to HIV/AIDS. Furthermore, limited resources (in the 
forms of books and games) with which parents could interact with children, led to restricted 
child development activities involving outside play while children with disabilities were often 
left in “solitary confinement” (Ben-David & Nel, 2013, p. 418). If we consider the values of 
Ubuntu under these circumstances, we could liken the experiences of children with disabilities 
to a form of oppression wherein their individual humanity was threatened due to isolation 
(Berghs, 2017). Other findings from the study revealed that because the study was conducted 
in a boarding school, there seemed to be no relationships between the home, school, churches 
and neighbours – all aspects of the mesosystem. However, the largest inhibitors of development 
for these children were found within the exosystem. Ben-David and Nel describe how the lack 
of water and sanitation affected the daily care of children with disabilities, who were often left 
in diapers that were seldom changed, further resulting in them being ostracised. In addition, a 
lack of electricity resulted in caregivers being unable to keep children warm and they would 
frequently become ill. Lastly, the physical terrain in the area of research, consisting of uneven 
gravel roads or dirt roads, made it impossible for wheelchairs to be used specifically when 
roads were muddy, again resulting in isolation of children. Those children who were at the 
boarding school therefore remained at the school for the majority of the year despite being 
home sick.   
 
In its application, it is promising to see that the Ecological Systems Theory provides a more 
comprehensive view of factors influencing child development than the previously mentioned 
theories and that it draws attention to the interaction of children in society. Yet, the model has 




model, is the lack of focus on the individual at the centre of the development process. This 
person is still viewed as passive and is not considered to have any agency in relation to his or 
her development process. Furthermore, Taylor (2016) argues that the theory does not provide 
any guidance on the amount of detail required at each level and whether there is a hierarchical 
importance that systems play in holistic development. These critiques are evident in the story 
of Sipho8, whom I met prior to beginning my PhD. This excerpt is his story.  
 
 
Intertwined in Sipho’s story is the reason why child development needs to be approached from 
the perspective of the CA. The CA embeds the values of an individual within the context that 
s/he develops (Basu, 2011). So, in effect, if children with disabilities were not able to access 
the same services as Sipho and experienced different wants (e.g. desired a wheelchair more 
than a romantic relationship) these nuances would be captured. The CA shares parallel 
underlying principles to the Sociology of Childhood. Both theories acknowledge that children 
are social actors who should be able to live the kind of lives that are valuable to them (Ballet 
 
8 Pseudonym  
Sipho’s Story 
 
Sipho was a young adolescent boy who lived in a home for children with moderate to 
profound intellectual and physical disabilities. Sipho himself had profound physical 
disabilities and was mobile through the use of a wheelchair. The home he resided in had a 
solid religious foundation and provided physical care, as well as developmental, social 
and health services to children to aid their development and in order to improve their QoL. 
In addition, he shared a dormitory with children who were said to have the same level of 
independence that he had. This arrangement  was made in an attempt to ease care activities 
but also to decrease feelings of isolation amongst the children. 
 
Therefore, the systems surrounding Sipho’s development were seemingly concrete and 
supportive of development. Yet, Sipho was severely depressed. He had, on multiple 
occasions, rolled his wheelchair down to the roadside, awaiting the sight of a truck so that 
he could roll in front of it. What were the reasons for his depression? 
 
Sipho had his own aspirations and dreams. He dreamt of being a professional and of one 
day being married. However, he felt that his physical being prevented him from achieving 
those dreams – he felt ‘imprisoned’. Sipho’s display of aspects that he valued could not 
have been captured by Ecological Systems Theory. These aspects were meaningful to him 
at this specific period in his life, and could not have been known if his own individual wants 




et al., 2011; James & Prout, 2003).  
 
In approaching child development from a CA perspective, four dominant conceptual issues 
arise. First, the CA – similar to the Sociology of Childhood – requires a shift away from 
thinking about children as helpless and immature to seeing children as active agents who should 
have equal opportunities should they wish to access them (Ballet et al., 2011; Comim et al., 
2011). This view of children is in line with the United Nations Convention on the Rights of the 
Child (UNCRC; 1989) which indicates that guidance from parents must take into account the 
capacity of the child to exercise rights on his/her own behalf (UNCRC; 1989). In this study, I 
take these rights to be those outlined in the Bill of Rights of the Constitution of the Republic 
of South Africa. There are however, complexities when viewing children (especially those with 
severe disabilities) as autonomous. However, these difficulties should not result in the 
assumption that all children with disabilities are unable to be actively involved in their own 
development. Where children do have severe disabilities, the UNCRC identifies caregivers as 
a crucial element in the realisation of children’s rights.   
 
A second conceptual issue is in understanding how the freedoms of children with disabilities 
can be operationalised. Feeny and Boyden (2004) describe how having a child with a disability 
is considered ‘tragic’ in many cultures. This ‘tragedy’ results in children with disabilities being 
deprived of education, food and other capabilities based on never having the potential to 
support themselves. Therefore, when thinking about children, there is a need to understand 
freedom as interdependence or in terms of inclusion in society (Comim et al., 2011). Within 
the South African context, this kind of interdependence becomes evident through a core 
principle of “Ubuntu: ‘unumtu ngumumntu ngabantu’, which translated into English means: A 
person depends on others to be a person” (Bonn, 2007, p.863). In global studies, this same idea 
is adopted by Trani et al. (2011) from a human rights perspective, acknowledging that children 
with disabilities are entitled to interactions with individuals and institutions. As such, while 
these interactions may not result in children with disabilities becoming completely independent 
as they age, they facilitate the optimal level of development unique to children with disabilities.  
 
A third conceptual issue when applying the CA to children builds on the dynamic 
understanding of children’s needs. Understanding children using the CA allows for a dynamic 
view of child development. The CA allows for researchers to take both human and social 




just between people but within the individual over time. For instance, a child aged 11 does not 
have the same mental capacity as a 16-year-old. Hence, capabilities in childhood according to 
Ballet et al. (2011) should be seen from a time-dynamic point of view and not as a static 
concept. The idea of dynamic capabilities is also relevant to children with disabilities if one 
considers a child with a hearing impairment who learns sign language. The capabilities of the 
child would differ once s/he is fluent in sign language when compared to when s/he did not 
have knowledge of this mode of communication. Understanding capabilities from this 
perspective also advocates for longitudinal investigations to enhance our understanding of 
children.  
 
A fourth core concept when understanding a CA approach to children is the emphasis the 
approach places on human diversity being positive (Robeyns, 2017). Berghs (2017, p.7) states 
that “within an African focus on disability as Ubuntu, the dignity of the otherness of another 
and respect for that diversity is at its heart”. Clark (2006) emphasises that a positive stance on 
diversity allows for flexibility and adaptation that considers personal capacities as well as an 
array of cultures and social contexts. This perspective is particularly important for children 
with disabilities, who each have unique diversities in terms  of the type and severity of disability 
that they experience. We can therefore consider children with disabilities as diverse compared 
to children without disabilities when considering their development and wellbeing needs.    
 
Therefore, drawing on the conceptual underpinnings of the Sociology of Childhood and the 
CA, a child development perspective in the context of this study makes four key assumptions 
that also draw parallels with Ubuntu. First, children, including those with disabilities who have 
specific needs, need to be viewed as active participants in their development. These needs, in 
instances where children have severe disabilities, must be recognised by caregivers who are 
crucial in the realisation of children’s rights (UNCRC, 1989). Second, agency for children 
including those with disabilities should be understood in the sense of interactions and inclusion 
in community life. In this regard, children with disabilities should not be hidden away from 
society. Rather, they should have the opportunities for education, adequate care and access to 
the services they require for their own optimal development. Third, childhood needs to be 
viewed as a dynamic process through which children’s needs and levels of skill might change. 
Despite these changes, wellbeing dimensions for children need to maintain some prominence 
across the lifespan and should serve as prerequisites for a good QoL (Bradshaw et al., 2007; 




upheld. Herein, their unique development pathways should not be grounds for marginalisation 
and exclusion from family and community life.   
 
These perspectives on child development, in contrast to earlier theories that implied that 
children with disabilities were ‘abnormal’, allows us to actively engage with the development 
of children with disabilities as opposed to placing them outside of the realm of ‘normal’ 
development. The ideas are deeply embedded in theoretical approaches such as the CA and 
Ubuntu (Berghs, 2017; Robeyns, 2017). By adopting this viewpoint, we can start to consider 
what a positive QoL for children with disabilities might entail.  
 
2.4. A Human Development Model of Childhood, Disability and Wellbeing  
A model that adequately coalesces the views on QoL, disability and child development is the 
Human Development Model of Disability, Health and Wellbeing (Mitra, 2018). This model is 
the one that guides this study on children with disabilities in South Africa. Embedded in the 
CA, the model is flexible and unspecified with the dimensions of wellbeing being open-ended 
(Mitra, 2018). The advantage of having these dimensions as open-ended is that the model can 
be adequately applied to different contexts. The model is depicted in Figure 2.4. 
 
 
Figure 2.4: Human Development Model of Disability, Health and Wellbeing (Mitra, 2018)  
 
Mitra’s model identifies five boxes: ‘Personal factors’, ‘Resources’, ‘Structural factors’, 
‘Health deprivations’ and ‘Functionings and capabilities’. According to Mitra (2018), personal 




characteristics such as personal attitudes. Resources (Box B) are indicative of goods, 
information and services while structural factors (Box C) cover a broad range of social, 
physical, economic and political characteristics pertaining to an individual’s environment. 
These characteristics can be located either in the individual’s immediate environments (such 
as the home or workplace) or within the individual’s community (meso-environment) or the 
macro-environment (regional or national). Mitra (2018) continues to describe functionings and 
capabilities (Box E) as the outcomes that could either be viewed as wellbeing or deprivation 
indicators. These may include social inclusion, employment and political participation for 
instance. Health could also be considered in this box, provided it is different from the health 
deprivation considered in Box D. As an example, one could investigate the links between 
diabetes in Box D and visual impairments in Box E. It is also important to note that the arrows 
used to indicate the relationships between variables in this model are bidirectional (Mitra, 
2018).  
 
Within the CA, Sen advocates for adopting the stance that persons with a disability should have 
the freedom to develop in ways that can be valuable to them, instead of being restricted. In this 
regard, Sen (2009) argues that it may not be possible to identify perfectly just principles and 
institutions for all persons and for all times, since they may be differently ordered for different 
individuals. However, in terms of realisation-focused comparisons, widespread consensus can 
be reached on injustices (Sen, 2009) through analysing social indicators to draw QoL 
comparisons as is done in this study. In this way, the CA is linked to theories of justice (Sen, 
2009).  
 
2.5. Conclusion  
The key argument in this chapter is that the CA, through the Human Development Model of 
Disability, Health and Wellbeing intertwined with the concept of Ubuntu provide the 
organising frame of reference for the study and is underpinned by a set of principles derived 
from the review of the literature on QoL and how it is applied to children with disabilities. A 
first principle relates to the context of the study. Given the African and South African context 
of the study, the principle of Ubuntu with its affirmation of the inherent worth, dignity and 
humanity of children with disabilities, is central to the study. Second, is the notion that the 
needs of all children are central to their development and to the development of the society as 




are most disadvantaged due to their disability. The study of the QoL of children with disabilities 
aims to assess how well they are faring and how best their needs may be met. A fourth principle 
is based on the recognition that children with disabilities have diverse development trajectories 
and should not be treated as a homogenous group. Finally, as Sen (1999b) argues so eloquently, 
increasing the opportunities and optimal development of children with disabilities is central to 
the notion of development as freedom. In this way, he contends that we can begin to work 
toward a set of social realisations to improve the quality of their lives through distributive 
justice. Thus, social indicator research of the nature and scope envisaged in this study could 
further the wider societal commitment to promoting the wellbeing of children with disabilities.  
 
In the next chapter, a literature analysis of existing QoL indices and the method of index 
construction used in this study are discussed. The multidimensional QoL indices used in the 




3. Chapter 3: Index Development in Quality of Life Research 
 
3.1. Introduction 
Composite indices as a measure of quality of life (QoL) are an important policy monitoring 
and evaluation tool that can identify priority areas to improve the wellbeing of citizens 
(Organisation for Economic Co-operation and Development [OECD], 2008; Yonk et al., 2017).  
However, significant debates exist about the best methods and techniques that should be used 
for index construction that will allow for robust inferences to be drawn in relation to the 
progression of the QoL of children with disabilities. The scarcity of good quality longitudinal 
data on a country level, especially in developing countries (Beguy, 2016; Chang et al., 2018) 
further complicates the construction of QoL indices.  
 
These challenges are apparent globally (Bradshaw et al., 2007; Land et al., 2001) and in South 
Africa (Department of Social Development, Department of Women, Children and People with 
Disabilities, & United Nations International Children's Emergency Fund [DSD, DWCPD & 
UNICEF], 2012). Where child wellbeing indices do exist, their applicability to children with 
disabilities is rarely investigated. While national level data in South Africa are used to 
repeatedly measure the meeting of the needs and rights of all children such as in the South 
African Child Gauge (Shung-King et al., 2019), the data are rarely disaggregated by child 
disability and seldom assesses their wellbeing from a composite and multidimensional 
perspective. As a result, it has been difficult to determine how children with disabilities are 
progressing in society. Furthermore, the wellbeing data on children with disabilities (DSD, 
DWCPD & UNICEF, 2012) have not been aggregated into an index so that tracking of QoL 
can be conducted with ease.  
 
It is for these reasons that two waves of a national dataset, the General Household Survey 
(GHS) were analysed to create composite indices that measure the QoL of South African 
children with disabilities. A central element of this study, however, was to ascertain whether 
indices aimed at all children also reflect the wellbeing of children with disabilities. Therefore, 
the indices were constructed for all children and for children with disabilities (using the 
Washington Group on Disability Statistics to identify disability) in each wave of the data. This 
procedure was followed to ascertain the applicability of using indices for all children, and 




statistical soundness of these indices were ensured through various robustness checks carried 
out during the index construction process. 
 
The purpose of this chapter is therefore to engage with the design and methodology of index 
development and to approach this development in a holistic fashion. First, an overview of the 
debates around the advantages and disadvantages of composite indices is provided. Second, 
indices for children that exist are discussed, providing a basis for the selection of suitable 
indicators in a new index. Third, the motivation for using the GHS dataset is presented and 
fourth, the techniques that guided the construction of indices and the steps taken to ensure 
validity are outlined. Fifth, the construct and discuss four QoL indices (for all children in 2011 
and 2016; and for children with disabilities in 2011 and 2016) using an objective weighting 
system is undertaken. Due to the different weighting systems employed, it is necessary to 
provide commentary as it relates to how children’s QoL was experienced at the different 
periods in time, based on child disability. These indices were then used for an in-depth analysis 
into children’s QoL in the remaining chapters of this study.  
 
3.2. Debates on the Construction of Composite Indices 
The construction of indices as a measure of children’s wellbeing is often questioned in the 
literature. Saisana et al. (2005, p.308) indicate on the one hand that “it is difficult to imagine 
that the debate on the use of composite indicators will ever be settled… statisticians may tend 
to resent composite indicators, whereby a large amount of work in data collection and editing 
is ‘wasted’ or ‘hidden’ behind a single number of dubious significance”. In line with this view, 
some South African researchers, such as Jamieson et al. (2017) and Bray and Dawes (2007) 
prefer to work with an expanded list of wellbeing indicators for children.  
 
On the other hand, Saisana et al., (2005, p.308) also recognised the usefulness of summarizing 
complex indicators into a “single figure to bench-mark country performance for policy 
consumption”. Not surprisingly, certain academics and policy makers aligned with this view 
identify a dire need for new indices to be constructed that can capture the multiple dimensions 
that encompass human life (Al-Hilani, 2012; Stiglitz et al., 2009).  
 
These conflicting positions on the usefulness of indices warrant a closer examination of the 




and against the use of composite indices. The latter is adapted from Saisana and Tarantola 
(2009) and the OECD (2008, p.13): 
 
Table 3.1: Advantages and Disadvantages of Composite Indices 
Advantages Disadvantages 
• Can summarise complex, 
multidimensional realities with a 
view to supporting decision-
makers 
• Are easier to interpret than a 
battery of indicators 
• Can assess progress in countries 
over time 
• Reduces the visible size of a set of 
indicators without omitting the 
underlying information base 
• Makes it possible to include more 
information 
• Places issues of country 
performance at the centre of the 
policy arena 
• Facilitates communication 
between governments and the 
public 
• Helps to construct narratives for 
both lay and professional 
audiences 
• Enables users to compare complex 
dimensions effectively 
• May send misleading policy messages 
if misinterpreted or poorly constructed 
• May invite simplistic policy 
conclusions 
• May be misused to support desired 
policies, or if the construction process 
lacks rigorous statistical and 
conceptual principles 
• May disguise serious failings in certain 
dimensions and increase the difficulty 
of identifying proper remedial action 
• May lead to inappropriate policies if 
dimensions of performance that are 
difficult to measure are ignored 
Source: adapted from Saisana and Tarantola (2009) and the OECD (2008, p.13) 
 
Largely, the disadvantages associated with indices seem to be related to the poor construction 




there is a danger that dimensions not included in the indices (due to a lack of adequate data), 
are not given the attention they require. For these reasons, two important aspects are required 
when undertaking the construction of an index. These requirements are first, that sound 
statistical and conceptual principles be employed to ensure that the index is rigorous. 
Furthermore, detailed discussions of the results and cognizance of the limitations of the indices 
are required in order to avoid any misinterpretations by policy and decision makers. 
 
The advantages of index development, in my opinion, supersede the disadvantages. As we 
consider children, and especially those with disabilities in South Africa, the ability of indices 
to aid policy makers and advocacy efforts is of paramount importance, especially in terms of 
capturing their multidimensional progress at different points in time (Al-Hilani, 2012; Stiglitz 
et al., 2009). The expanded lists of wellbeing indicators that are available (Jamieson et al., 
2017; Shung-King et al., 2019) are no doubt useful, but these are difficult to interpret and 
cannot be solely relied on to provide policy makers with clear directives about which are the 
most important interventions required to ensure that children are faring well. Thus, as is done 
in this study, indicators can be aggregated and the data can empirically be used to identify the 
importance of one indicator over another through the use of an objective weighting system. 
Lastly, a QoL index is useful for the purpose of this study because it provides a holistic view 
of the children’s wellbeing rather than information on a specific aspect or dimension of their 
welfare.        
 
3.3. Existing Indices that Measure the Progress of Children in Society 
On a global level, the emergence of multidimensional composite indices to measure QoL first 
took place in the 1990s with the release of the Human Development Index (HDI) (Sen, 2004; 
United Nations Development Programme, 1990). The HDI identified three capabilities – 
education, longevity and income – central to achieving a “minimally basic quality of life” (Sen, 
2004, p. 79). Despite the broad use of the HDI, composite indices that included dimensions 
more specific to children’s QoL only emerged in the 2000s. Since then, various constructions 
of QoL indices have been undertaken. A few of these measures include the United States Child 
and Youth Wellbeing Index (Land et al., 2001), the European Union Child Wellbeing Index 
(Bradshaw et al., 2007), the Child Development Index (Save the Children, 2008) and the Kids 
Rights Index (Vroonhof et al., 2019). An expanded list of indices and the dimensions they 




been applied to children with disabilities. For this reason, disability specific poverty indices for 
children are also included. Additionally, the indices constructed for South African children are 
included in the table. These indices are also measures of poverty.  
 
Often indices to measure the progress of children in developing countries (and especially those 
with disabilities) focus on poverty and specific deprivations as opposed to overall QoL. The 
reason for this focus is because children with disabilities are disproportionately poorer than 
children without disabilities globally. A further rationale is because poverty measures are often 
constructed for populations defined as poor (Greyling, 2013; World Health Organisation, 
2011). A similar argument can be made for the child indices constructed in South Africa, where 
the most recent statistics reveal that over 60% of children live in poverty (Shung-King et al., 
2019). Instead of focusing only on children’s basic needs for survival, this research follows the 
approach of Ben-Arieh et al. (2014) who advocate for identifying elements that could improve 
their wellbeing. These concepts are not considered to be mutually exclusive but are integrated 





Table 3.2: A Selection of International and National QoL and Poverty Indices for Children with and without Disabilities 
 Index 
Dimension 
Education  Health 
Housing/Basic 
Services 
Income Food Care Other 
1 United States Child and Youth 
Wellbeing Index (Land et al., 
2001) 
X X  X   Productive Activity, Place in 
Community, Intimacy, 
Emotional Wellbeing, Safety  
2 European Union Child 
Wellbeing Index (Bradshaw et 
al., 2007) 
X X X X   Subjective Wellbeing, 
Children’s Relationships, 
Civic Participation, Safety  
3 Child Development Index 
(Save the Children, 2008) 
X X   X   
4 Child Status Index (USAID & 
MEASURE Evaluation, 2009) 
X X X  X X Psychosocial, Safety  
5 European Quality of Life 
(European Union, 2015) 
X X X X   Social Interactions, 
Governance and Rights, 
Environmental, Safety 
6 Multidimensional Poverty  for 
children with disabilities in 
Afghanistan (Trani et al., 
2013) 
X X X  X X Assets, Social inclusion, 
Personal autonomy, Mobility, 
Freedom from economic and 
non-economic activities 
7 Multidimensional Poverty  for 
children with disabilities in 
Darfur (Trani & Cannings, 
2013) 
X X X X X X Land, Animals, Crowding 








Education  Health 
Housing/Basic 
Services 
Income Food Care Other 
8 OECD Better Life Index 
(OECD Better Life Index, 
2017) 
X X X X   Community, Civic 
Engagement, Life Satisfaction, 
Safety 
9 Kids Rights Index (Vroonhof 
et al., 2019) 
X X  
(including 
Food) 
    Life, Protection, Child Rights  
10 South African Index of 
Multiple Deprivation for 
Children (Barnes et al., 2007) 
X  X X  X Assets 
11 Youth Multidimensional 
Poverty Index (Frame et al., 
2016) 
X X X  
(including 
Assets) 
   Employment 
12 Child Vulnerability Index 
(Omotoso et al., 2019) 
X X X 
(including 
Assets) 
   Employment rate of adults in 
household  
Frequency of Dimension 12 11 9 6 4 4  
Source: Author’s selection of indices  
 
Key:  
 Global QoL indices for children  Global QoL indices for children applied to South Africa 




Across the children’s indices presented in Table 3.2, certain similarities are evident concerning 
the dimensions of QoL. Some of the dimensions too, are included as measures in the poverty 
indices. These similarities outline the inherent importance of these dimensions in the survival 
of children as well as for their further development. Conceptually, these dimensions therefore 
illustrate an important aspect of the Capabilities Approach (CA) in that the instrumental and 
intrinsic value of certain QoL dimensions are highlighted (Sen, 1985). The difference between 
instrumental and intrinsic value is explained next using the example of education. The 
attainment of education on its own can contribute to a better QoL, thus demonstrating its 
intrinsic value since there is value in education for its own sake. However, there is also an 
instrumental value of education as it can lead to the attainment of further education, a good job 
or higher income levels. In this sense, the instrumental value of education is demonstrated as 
it has the ability to unlock further human capabilities (Kumar, 2017).  
 
In terms of the dimensions in Table 3.2, we see that education features in all the indices. Health 
is also a component of 11 of the 12 indices. Additionally, housing and access to basic services 
are included in nine of the 12 indices. Income is also prevalent in most of the indices, with food 
and care dimensions being less prevalent. If we attempt to explain the choice of dimensions 
used in children’s indices, we note that from a theoretical standpoint, the selection of 
dimensions aligns with the international treaties on children’s rights such as the United Nations 
Convention on the Rights of the Child (UNCRC; 1989) and the Sustainable Development Goals 
(SDGs; United Nations Development Programme, 2018). In terms of the UNCRC, the rights 
to health, adequate living standards and education, are contained in articles 24, 27 and 28 
respectively. Furthermore, these dimensions reflect SDG 3, 6 and 4 (United Nations 
Development Programme, 2018). Encapsulated in article 24 of the UNCRC is the right to 
nutritious food since access to nutritious food plays a central role in the physical and intellectual 
development of children (Agüero et al., 2007; UNICEF, 2019). Yet, this dimension is reflected 
in a separate SDG 2 (Zero Hunger) instead of being included in SDG 3 (Good Health and 
Wellbeing). Therefore, depending on the underlying theoretical framework guiding the 
development of indices, access to food can either feature in an index as a standalone item (such 
as in the indices for children with disabilities in Afghanistan and Darfur) or it could be 
encapsulated in the health dimension (such as in Kids Rights Index and Child Vulnerability 
Index referred to in Table 3.2). These different ways in which indicators are selected may also 





The significance of education as a measure of child wellbeing is widely acknowledged in South 
Africa and emanates from the view that education is a “socioeconomic right that provides the 
foundation for learning and economic opportunities” (Hall & Sambu, 2015, p. 119). Chisholm 
(2007) informs us that education prepares children for life opportunities and their ability to 
participate in social, economic and political life. Therefore, the long-term impacts of low 
educational attainment may be lower levels of overall wellbeing. Similarly, Sen (2003) views 
education as a central capability that is important to achieve in the present but that also has the 
potential to expand future capabilities. 
 
Health also impacts other areas of development such as children’s ability to attend school, 
engage in play and be free of disease (Belli et al., 2005). For children in South Africa, since 
1994, poor health outcomes were significantly affected by the HIV/AIDS pandemic (Saloojee 
et al., 2007) specifically as it relates to mother to child transmission. However, these rates have 
decreased (Goga et al., 2018) which is promising in terms of controlling infectious diseases. 
Another important aspect that keeps a child physically well is immunization. Immunization of 
children, particularly in the 1990s contributed to a sharp decline in child fatality rates (Saloojee 
et al., 2007). Child immunity is also largely dependent on access to nutritious food. If a child 
experiences malnutrition, they are less likely to develop optimally in other areas (World Health 
Organisation, 2006). For these reasons, child health is a central dimension to child wellbeing.  
 
Living standards are also a common feature of wellbeing indices. For this purpose, living 
standards are taken to be inclusive of basic services and shelter in the environment in which a 
child resides. Clean water, for instance, has a positive effect on the physical health of children 
which is well documented in South Africa, Afghanistan and Darfur (Saloojee et al., 2007; 
Shung-King et al., 2019; Trani et al., 2013). Empirical studies have also found that access to 
electricity which enables food to be warmed, decreases a child’s risk of physical illness (Ben-
David & Nel, 2013). Access to water and electricity, furthermore, are positively associated 
with better educational outcomes for children (Child, 2016), thereby justifying the inclusion of 
basic services in wellbeing measures.  
 
Income affects the rights to health, education, food and living standards of children. In addition, 
if children are part of households that are financially stable, they are also likely to be able to 
access better services and opportunities (Barnes et al., 2007; Noble et al., 2007; OECD Better 




part of multidimensional QoL as a mechanism that is important on its own but that also has the 
ability to unlock other opportunities or services for children. In this way, income is crucial to 
the measurement of multidimensional QoL.  
 
An interesting observation of indices for children relates to whether or not they include a care 
dimension. Apart from the South African Index of Multiple Deprivation for Children, care only 
features in indices which are specific to children with disabilities. This factor could be 
explained by the fact that children with disabilities require more intensive levels of care than 
children without disabilities (Trani et al., 2013; Trani & Cannings, 2013). In South Africa, care 
for children with disabilities is deliberated in a similar manner to the studies led by Trani. 
However, there are additional considerations that are important relating to the care of children. 
Largely, these considerations are embedded in the legacy of apartheid that still contributes to 
weakened family structures and the capability of families to meet the care needs of children 
(Budlender & Lund, 2011; Holborn & Eddy, 2011; Patel, et al., 2017). Often parents, and 
particularly fathers still leave their homes to find work due to high rates of parental migration 
(Holborn & Eddy, 2011). The result is that children are often reared by extended family. This 
communal caring of children is a common feature of Ubuntu in African societies, carried out 
by extended family and communities in the physical absence of parents.   
 
Material assets is another element that is consistently measured in South African indices. 
Barnes et al. (2007) argue that durable goods and assets (specifically refrigerators, televisions 
and radios) are important proxy indicators of child and household wellbeing (Trani et al., 2013). 
Traditionally, assets are recognised as a means by which vulnerability can be decreased. To 
elaborate, the more assets one has to sell, the less likely people are to fall into poverty (Ford 
Foundation, 2002). If viewed through the Livelihoods Framework, assets are also a mechanism 
through which individuals adopt a diverse portfolio of capabilities to improve their living 
standards (Dai et al., 2020). Consequently, access to these assets are important for the 
development of children in two ways (Barnes et al., 2007). First, ownership of a refrigerator 
can allow for safe storage of food, which is crucial to ensure that children’s health is not 
compromised. Second, access to a television or radio is an important way of accessing 
information that may be required to improve child wellbeing.  
 
An aspect of child wellbeing that is mentioned less frequently in indices is psychological 




healthy, and also influences children’s ability to relate to others (Hailegiorgis et al., 2018). 
Despite the importance of this dimension in relation to wellbeing, it only appears in two of the 
indices in Table 3.2. This factor is often due to data restrictions, especially if indices are created 
using existing data, as was the case in this study.  
 
What can be deduced regarding dimensions that are used to create indices, is that there is some 
consensus regarding common areas for the pragmatic measurement of child wellbeing. What 
is less apparent from the discussion so far, are the indicators that comprise these dimensions. 
In some instances, we can ascertain that indicators differ despite the dimensions having the 
same description such as when health in the Kids Rights Index includes information on access 
to food. One may infer from this finding that the dimensions used in indices are qualitatively 
different. These differences warrant an in-depth comparison of the indicators that constitute 
each dimension of wellbeing (Table 3.3). In light of these differences, a pragmatic approach is 
required to design an index for this study in South Africa. In view of the contextual differences 
between developed and developing countries, the researcher draws largely on indices 
constructed or implemented in developing countries. For instance, in developed countries, 
productive activity (United States Child and Youth Wellbeing Index) and social interactions 
(European Quality of Life) feature as popular measures of wellbeing for children. Yet in poorer 
developing countries, elements that affect the physical survival of children carry more weight 
(Bornstein et al., 2012). In this study, the dimensions of care and assets are included as indices. 
It is important to note these dimensions since family contextual factors such as family structure 
and service backlogs have their origins in the country’s apartheid legacy of family disruption, 
racial inequality, income poverty and inequitable access to welfare services, health and 





Table 3.3: Comparative Analysis of Indicators used in International and National QoL and 











Child Development Index • Percentage of school-aged children who are not 
enrolled in school 
Multidimensional Poverty 
(Children with disabilities – 
Afghanistan) 
• Has the person received some education? 
Multidimensional Poverty 
(Children with disabilities – 
Darfur)  
• What kind of education did you receive or are 
you receiving? 
OECD Better Life Index • Years in education 
• Performance in reading, mathematics and 
science 
Kids Rights Index • Expected years of schooling 
• Gender inequality in expected years of 
schooling 
South African Index of Multiple 
Deprivation for Children 
• Number of children in the wrong grade for their 
age 
• Number of children who are not in school 
Youth Multidimensional Poverty 
Index 
• Educational attainment  
 Child Vulnerability Index • School attendance 






Child Development Index • Under-five mortality rate 
Multidimensional Poverty 
(Children with disabilities – 
Afghanistan) 
• What are the main sources of drinking water for 
your household? 
Multidimensional Poverty 
(Children with disabilities – 
Darfur)  
• Can you get medical care?  
• Where would you go in case of accident, injury 
or health problem? 
OECD Better Life Index • Life expectancy 
• Self-reported health 
Kids Rights Index • Percentage of under five-year-olds underweight 
• Sanitation 
• Water 
• Immunization of one year old children 
Youth Multidimensional Poverty 
Index 
• Functional Impairments   
 Child Vulnerability Index • Inability to pay for healthcare 













Child Development Index • Percentage of under-fives who are moderately 
or severely underweight 
Multidimensional Poverty 
(Children with disabilities – 
Afghanistan) 
• How often does your household get enough to 
eat? 
Multidimensional Poverty 
(Children with disabilities – 
Darfur)  















(Children with disabilities – 
Afghanistan) 
• How many people per room are there in your 
household? 
Multidimensional Poverty 
(Children with disabilities – 
Darfur)  
• Number of people per Tukul in the household? 
OECD Better Life Index • Rooms per person 
• Dwellings with basic facilities 
• Household expenditure 
South African Index of Multiple 
Deprivation for Children 
• Formal/Informal dwelling 
• Access to water/electricity/sanitation  
Youth Multidimensional Poverty 
Index 
• Formal/Informal dwelling 
• Access to water/electricity/sanitation 
 Child Vulnerability Index • Formal/Informal dwelling 
• Access to water/electricity/sanitation/refuse 
removal 
• Assets 







(Children with disabilities – 
Darfur)  
• Income per person per day calculated from 
total household income 
OECD Better Life Index • Household net income 
South African Index of Multiple 
Deprivation for Children 







(Children with disabilities – 
Afghanistan) 
• Does your household have a refrigerator, 
television, radio (amongst others)? 
South African Index of Multiple 
Deprivation for Children 
• Does your household have a refrigerator, 
television, radio? 
Youth Multidimensional Poverty 
Index 
• Does your household have a refrigerator, 










(Children with disabilities – 
Afghanistan) 
• Who takes care of your child besides yourself? 
Multidimensional Poverty 
(Children with disabilities – 
Darfur)  
• Who takes care of you?  
• Who do you go to if you need support or help? 
South African Index of Multiple 
Deprivation for Children 
• Mother or father alive or living in the 
household 
Source: Author’s selection of indices 
 
Table 3.3 provides an overview of the different indicators that are used in assessing children’s 
wellbeing in developing country contexts. Importantly, all these dimensions are all considered 
basic socioeconomic rights in terms of the South African Constitution (Department of Justice, 
1996) as well as international children’s rights treaties mentioned previously. Presenting the 
indicators in this way also makes it possible to consider them in relation to children with and 
without disabilities in South Africa. This approach is undertaken in the next section.  
 
3.3.1. Quality of Life Indicators and their Relevance for Child Disability  
Within the education sphere, there are certain complexities regarding indicators for children 
with disabilities in South Africa. Education for children with disabilities adopts a broader view 
than mainstream education, to encompass specialised education. In this regard, the South 
African White Paper 6 on Special Needs Education (Department of Basic Education, 2001) 
highlights the fact that individuals with intellectual disabilities benefit more from an adaptation 
of the curriculum than structural adjustments to the physical environment or access to and use 
of technical equipment. For children with severe cognitive and intellectual disabilities, who 
have been deliberately excluded from schooling, the South African courts contend that 
“education should include the development of a child's potential, personality, talents and 
creativity” (Murungi, 2015). The use of education indicators when applied to children with 
disabilities should ideally contain these kind of data. However, these data are scarce and are 
not available in general household surveys. Hence, there are three indicators that are available 
in current national household surveys that would give the closest proximation in an education 
dimension for the wellbeing of children with disabilities. These indicators are:  
• Correct grade for age; 




• Performance in reading (Literacy).  
It is often reported that children with disabilities in South Africa attain lower levels of education 
compared to their non-disabled counterparts (DSD, DWCPD & UNICEF, 2012; Human Rights 
Watch, 2016). Yet, for children, being in the correct grade for their age is also important. 
Hence, a variable was created which measures this specific aspect (correct grade for age) for 
inclusion in the index. Research also indicates that a large number of children with disabilities 
are not enrolled in education (DSD, DWCPD & UNICEF, 2012; Human Rights Watch, 2016). 
Therefore, current enrolment in school also serves as a useful indicator. Lastly, the OECD 
better life index includes a measure of reading ability (literacy) that may serve as an important 
predictor of future education. This reasoning is because if children are literate, they would be 
more likely to advance in education. It is recognised that the selection of these indicators is 
questionable in the case of children with severe disabilities who, as discussed above, would 
benefit more from an adaptation of the curriculum. Yet, given that the last known prevalence 
of intellectual disabilities was estimated at less than 3% (Foskett, 2014), the above indicators 
are used instead as these are present in national surveys. Furthermore, the low prevalence of 
children with intellectual disabilities is unlikely to have a significant statistical effect on 
construction of the QoL indices.  
 
The next dimension is health, which seems to have the least consensus in terms of measurement 
indicators in Table 3.3. It is recognised that children with disabilities have a lower physical 
health status than children without disabilities (DSD, DWCPD & UNICEF, 2012; Schneider 
& Saloojee, 2007). In some instances, poor physical health may be a result of a disability (such 
as when a disability prevents a child from absorbing adequate nutrients from food) (West 
London Mental Health, 2014). However, it must be recognised that “there are limited 
indicators” pertaining to health of children with disabilities in South Africa (Barnes et al., 2007; 
Saloojee et al., 2007; Schneider & Saloojee, 2007). This limitation is also evident in 
international research since in some instances, health is reported in terms of mortality rates 
while in other instances, access to health services, water or sanitation are used as a proxy for 
health. Mortality rates, according to Saloojee et al. (2007) is a better indicator of health systems 
efficacy than the physical wellbeing of a child. Similarly, access to health services, water and 
sanitation reflect access to services as opposed to children’s physical health. The health 
indicators in the Youth Multidimensional Poverty Index in Table 3.3 are the most problematic 
compared to all other indices. This problem is attributed to the fact that the Washington Group 




et al., 2016). Frame et al.’s approach may imply that any individual with a disability is 
automatically regarded as deprived. As already argued in Chapter 2 however, disability in this 
study is not automatically equated with deprivation. Rather it is understood as an aspect of 
diversity in human development and not necessarily a deprivation. Therefore, to select suitable 
indicators to measure physical health from the existing indices, measures such as body mass 
index (drawing on the Kids Rights Index) may constitute a comprehensive measure of health 
since it includes internationally benchmarked criteria relating to a child’s physical health 
(Khan, 2018; World Health Organisation, 2006). Additionally, immunisation of children (Kids 
Rights Index) is important since it builds children’s immunity against future disease (Vroonhof 
et al., 2019).  
 
Closely related to health is access to food, since it has an impact on body mass index. For 
children with disabilities specifically, physical access to adequate food remains a priority 
(Groce et al., 2013; Trani & Cannings, 2013). Nutritional deprivation in childhood can have 
severe and long-lasting negative effects on the physical and intellectual development of 
children (Agüero et al., 2007; UNICEF, 2019). Thus, access to food for all children has the 
ability to impact the development of other capabilities. For instance, child hunger prevents the 
ability to concentrate at school, resulting in compromised educational attainment. In relation 
to measurement indicators, this research aligns with Trani and Cannings (2013) and Trani et 
al. (2013) who investigated the household level access to food as part of this dimension. This 
approach is justified by the fact that physical access to food is often challenging in developing 
country contexts including South Africa (Ashley, 2016; Hochfeld et al., 2016; UNICEF, 2019).  
 
Access to shelter, water, electricity and sanitation provides an adequate living environment that 
can promote child development (Jamieson et al., 2017; Shung-King et al., 2019). We see these 
indicators pertaining to Housing or Services in Table 3.3. In South Africa, inequalities exist in 
terms of service delivery despite being an upper middle income country (National Planning 
Commission, 2013). Furthermore, existing research indicates that improved educational 
performance is evident in households that have adequate access to water and electricity (Child, 
2016). In research on children with disabilities in South Africa, it was found that electricity 
access in homes enabled parents to provide physical warmth and to warm food for children, 
thereby decreasing the likelihood of illness (Ben-David & Nel, 2013). Water too, has been 
found to play an important role in physical health of children with disabilities (Trani et al., 




child wellbeing:  
• Formal housing 
• Water  
• Sanitation  
• Electricity 
• Refuse removal 
 
In terms of income and assets, there is little variation in the indicators used in this dimension. 
A key measure of income is household income. Specifically relating to income, Sen (2003) 
argues that this capability is useful on its own but also allows for the attainments of further 
capabilities such as healthcare or education. Noble et al. (2007) and Patel et al. (2017) indicate 
that higher income can facilitate expenditure that can result in positive survival, protection and 
development of children. It is important to note that income may be an even more important 
indicator for children with disabilities than for those without. This finding is because the same 
income does not necessarily result in the same bundle of commodities for children with and 
without disabilities given the additional health and accommodation needs that children with 
disabilities face (Sen, 1999a). As a result, children with disabilities often require higher levels 
of income to be healthy due to the need for elevated expenditure to accommodate their 
disabilities. In South Africa, income for the impoverished is also inclusive of social grants such 
as the Care Dependency Grant9 or the Child Support Grant10, which are available to caregivers 
to provide for children’s needs. Assets on the other hand are always inclusive of a refrigerator, 
television and radio (see Table 3.3). These types of assets may protect families against risk and 
promote household resilience to income shocks as well as improve the overall living standards 
of families (Barnes et al., 2007; Dai et al., 2020; Ford Foundation, 2002; Patel, et al., 2017; 
Trani et al., 2013).  
 
Lastly, because of the central role that caregiving has on a child’s development and wellbeing 
(Berry & Malek, 2017), care resources are considered. In cognisance of the fact that immediate 
family and extended families’ engagement in the care of children in South Africa, care should 
 
9 This grant is a means-tested monthly cash transfer provided to caregivers of children with severe disabilities 
who require full time care. The grant was just over US$120 in 2020 and is provided to children who have a 
medically verified disability.   
10 A means-tested monthly cash transfer provided to caregivers of all children in lower-income households to 





also include other adult relatives. The South African Index of Multiple Deprivation for 
Children is useful in the selection of care indicators. The following three indicators are crucial 
to determine the availability of adequate care for children:  
• Presence of mother in the household 
• Presence of father in the household; and 
• Presence of an extended family member (adult) in the household.  
Indicators are omitted that have been used in the South African Index of Multiple Deprivation 
for Children and reflecting whether a mother or father is alive. This decision was taken since a 
deceased parent would not be physically present in the daily care of his or her children.   
 
Based on the selected child indices, associated dimensions and indicators, Figure 3 summarises 
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Since the application of the ideal depiction of a QoL index is ultimately determined by the 
available data, some variables are also included which are present in the GHS. Despite the 
dataset currently being the most comprehensive in South Africa, the main limitation of the data 
is in relation to the health dimension. Therefore, health is omitted from the final index as in 
other South African indices for children (Barnes et al., 2007). Yet, the inclusion of 
comprehensive food security variables, in my opinion, is a way in which the negative effects 
of omitting the health dimension may be counteracted. As I approach the implementation of 
my ideal depiction of QoL, the actual research method used in this study is discussed in the 
following section.  
 
3.4. Research Method 
3.4.1. Dataset  
This study was conducted by undertaking a secondary data analysis on the 2011 and 2016 
waves of the GHS. To ensure that the analysis was rigorous, the selected dataset needed to be 
of good quality.  
 
3.4.1.1. The General Household Survey 
The GHS is an annual survey conducted by Statistics South Africa. The survey has been carried 
out since 2002 (Statistics South Africa, 2017a). The overall objective of the survey is to collect 
information on service delivery in the country, specifically as it pertains to housing, health and 
social development, education, access to services, food security and agriculture (Statistics 
South Africa, 2017b). The survey collects both household and individual level data on all 
members in the household. Given the frequency of the GHS, which occurs annually, it provides 
a unique tool for measuring progress and social trends at regular intervals unlike the Census 
which takes place every 10 years and the intercensal Community Survey. Furthermore, data 
gaps such as a lack of food security or hunger data in the censuses (Barnes et al., 2007; Statistics 
South Africa, 2014b) is overcome in the GHS. The 2011 and 2016 waves of data were selected 
for this study. This decision was taken since a preliminary analysis of the 2011 to 2015 waves 
of the GHS data did not yield year on year changes in relation to the QoL of children with and 
without disabilities. Furthermore, 2016 wave of data was the most recent when this study 
commenced and since no amendments had occurred in relation to policy between 2011 and 




be detected (Bray & Dawes, 2007). Implementing the analysis on two waves of the data also 
constituted a robustness measure for the new index (Omotoso et al., 2019).  
 
3.4.1.2. Scope of the Survey  
In order to collect pertinent information from citizens, the GHS turned to all private households 
and residents in workers’ hostels from the nine provinces as the study population. Information 
from “other collective living quarters such as students’ hostels, old-age homes, hospitals, 
prisons and military barracks” (Statistics South Africa, 2017b, p.1) are not collected, rendering 
the information representative of non-institutionalised and non-military persons (both adults 
and children) in South Africa.  
 
3.4.1.3. Sampling Strategies 
To ensure that the survey is representative of the entire population of South Africa, the 2011 
and 2016 waves of the GHS used the Master Sample frameworks developed for use in all 
Statistics South Africa household surveys at the times of the surveys (Statistics South Africa, 
2017b). Therefore, each wave of data made use of a different Master Sample framework. These 
frameworks are discussed next. 
 
2011 General Household Survey 
Statistics South Africa (2011b) reports that the master sample for the 2011 GHS was designed 
to be representative at metropolitan11 and non-metropolitan12 levels. The sampling design used 
a probability proportion to size technique wherein 3 080 primary sampling units (PSUs) from 
the 2001 Census enumeration areas were selected. PSUs were selected if they had between 
100-500 dwelling units. Next, 25 086 dwelling units were selected randomly from the PSUs.  
 
2016 General Household Survey  
According to Statistics South Africa, the country was divided into 103 576 enumeration areas 
for the 2011 Census (Statistics South Africa, 2011a). From the enumeration areas, 3 324 PSUs 
were created within which 33 000 dwelling units were selected for the survey. This master 
sample was also designed to be representative at both provincial levels and metropolitan and 
non-metropolitan levels (Statistics South Africa, 2017b). In addition, the sample is distributed 
 
11 A municipality which executes all the functions of local government for a city 





by Urban, Tribal and Farming areas, rendering the sample representative of the different 
geographic areas within the country.  
 
According to Statistics South Africa (2011b, 2017b), the sampling for both waves of the GHS 
was based on a stratified two-stage design. The sampling strategy made use of probability 
proportional to size sampling of PSUs in the first stage, and sampling of dwelling units with 
systematic sampling in the second stage. After the allocation of a sample to each of the nine 
provinces, the sample was further stratified by geography (primary stratification), and by 
population attributes such as age, sex and race amongst others, using Census 2001 and 2011 
data (secondary stratification). 
 
By taking these steps to be representative of the South African population, the GHS meets two 
norms of scientific research (Mertens, 2010a). First, the selection of participants was 
specifically geared toward attaining data that allowed for a comprehensive understanding of 
the South African population. Second, the sample selected was appropriate for the purpose of 
the national study and the research sample was calculated to be sufficient in size to be 
representative at the national, provincial and metropolitan levels (Statistics South Africa, 
2011b, 2017b).  
 
3.4.1.4. Data Collection 
Each year, data collection takes place following a two-day national training and a two-day 
provincial training, which is conducted a month after the national training. In addition to the 
enumerators, supervisors and quality assurors monitor and evaluate the quality of the data 
(Statistics South Africa, 2019c). These steps ensured that a third scientific norm was met in 
that the researchers and enumerators were competent to undertake the research (Mertens, 
2010a).  
 
Enumerators visited all the sampled dwelling units in each of the nine provinces when they 
informed the participants that they would participate in the survey. Four weeks after the visit, 






In order to ensure that the selected data was in fact good quality data, the ethical principles that 
guided the data collection are discussed next. The foundations of research ethics, still pertinent 
today, were published in the Belmont Report of 1978. The three main ethical principles for 
research including human participants include beneficence, respect and justice (Mertens, 
2010b). 
 
The first principle of beneficence refers to minimizing the risks to research participants and 
maximizing the good (deLanda, 2009). The second principle of respect refers to treating 
research participants with courtesy, while the last principle of justice calls for research to be 
administered fairly and for research procedures to be reasonable (Mertens, 2010a).  
 
In order to implement these principles, the GHS endeavoured to collect information from 
households using face-to-face interviews. This procedure allowed research participants to ask 
questions and clarify any misunderstandings about the research that could potentially cause 
harm. In addition, to minimize risks to participants, enumerators were trained to uphold 
confidentiality when conducting the survey (Statistics South Africa, 2019c). To ensure respect, 
justice, and a fourth principle of scientific research norms called informed voluntary consent, 
the survey was conducted with participants being fully informed of the purpose of the survey. 
They were also able to refuse participation without any consequences. Furthermore, if 
respondents were uncomfortable with certain questions, they were given the freedom to refuse 
to answer (Statistics South Africa, 2019c). All these practices were observed to ensure that the 
GHS was conducted ethically and responsibly. This approach served to minimize harm to the 
research participants as governed by the South African Statistics Act 6 of 1999 (Republic of 
South Africa, 1999).       
 
3.4.1.6. Evolution of the Survey 
The GHS was first implemented in 2002 and came about as a mechanism through which the 
Government of South Africa could determine the ways in which the country had developed on 
a regular basis (Statistics South Africa, 2017b). Specifically, due to the unequal living 
conditions experienced by citizens in apartheid South Africa, it was important for the survey 
to track living conditions and service delivery in the key sectors such as housing, health and 




to maintain consistency in the dimensions being tracked, the survey has had to evolve over 
time as policies have evolved.  
 
The most comprehensive adjustment of the GHS took place in the 2009 wave of data when 
detailed information on Early Childhood Development was collected and, for the purpose of 
this study, the Washington Group on Disability Statistics (Madans et al., 2011), was added to 
the questionnaire.  
 
Washington Group on Disability Statistics 
As outlined in the previous chapter, the view of disability put forward by the International 
Classification of Functioning, Disability and Health (ICF; Trani et al., 2011) provided a new 
measurement of disability which could be included in population surveys (Trani et al., 2011). 
The measure sought to provide information on the presence and severity of functioning 
problems experienced by individuals on a five-point scale (e.g. no impairment, mild, moderate, 
severe and complete). While seemingly comprehensive, the effective use of the ICF entailed 
the collection of large amounts of information just to determine if a person is experiencing a 
disability or not. The extensive requirements of the ICF therefore posed a problem if it were to 
be integrated into population surveys. As they are currently set out, the questions in the ICF 
also do not allow for comparisons on a cultural level, failing to consider conflicting 
understandings of disability (Groce, 2006; Groce & Mont, 2017). Because of these challenges 
and in order to more succinctly operationalise the ICF, the Washington Group on Disability 
Statistics emerged as a practical measure of disability, which is translatable into many 
languages that made it applicable for international comparisons (Madans et al., 2011). The 
Washington Group on Disability Statistics measures functional domains relating to sight, 
hearing, mobility, self-care, remembering and concentrating, and communication. The 
questions are measured on a rating scale of (1) No difficulty; (2) Some difficulty, (3) A lot of 
difficulty and (4) Cannot do at all. If individuals report to have ‘Some difficulty’ with two or 
more categories; or if they have ‘A lot of difficulty’ or ‘Cannot do at all’ for one or more 
categories, they are classified as having a disability (Madans et al., 2011).  
 
Researchers have long felt that the Washington Group on Disability Statistics were not suitable 
for children. Additional parameters applicable to children such as learning and applying 
knowledge, creating relationships and playing are included in the ICF Children and Youth 




to measure child functioning has been in development since 2011 (Loeb et al., 2017). This 
module, to accommodate the developmental stages of children, contains separate 
questionnaires: for children aged two to four years and for children aged five to 17 years. 
Having undergone field testing in Mexico, El Salvador, Samoa and Serbia (Loeb et al., 2017), 
the module had only been tested on a small scale in a South African rural area for children two 
to four years of age (Visser et al., 2016). The South African study revealed that while the 
module is specific in identifying children without disabilities, it is less sensitive in identifying 
children with disabilities. Therefore, until this measure is validated in South Africa and is 
included in large surveys such as future waves of the GHS (Visser et al., 2016), the Washington 
Group on Disability Statistics remains the best measure to date of child disability for 
comparative purposes in South Africa and was used in this study. 
 
However, to accommodate its limitations pertaining to children, an expanded definition of 
disability was used wherein disability was recognised based on whether ‘Some difficulty’, ‘A 
lot of difficulty’ or ‘Cannot do at all’, for one or more categories was reported. In terms of the 
theoretical rationale for this approach to disability, expanding the criteria for disability enables 
us to go beyond the predefined functionings presented in the ICF as argued in Chapter 2 
(Mutanga, 2015). Furthermore, Mitra (2018) used this approach to identify adults with 





Figure 3.2: Comparisons in Disability Prevalence by Age of Children including and 
excluding Self-Care in the Washington Group on Disability Statistics  
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The most problematic domain relating to the application of the Washington Group on Disability 
Statistics to children is the domain of self-care (washing and dressing independently). Younger 
children naturally require higher levels of care as it relates to their developmental stages 
(Centres for Disease Control [CDC], 2019). As such, an initial analysis of child disability in 
the GHS including the domain of self-care revealed inflated numbers of younger children who 
were identified as having a disability. From Figure 3.2, we see that when the self-care domain 
is included in the measure of disability, approximately 60% of children with disabilities fall 
between the ages of 5 years and 7 years. For this reason, the self-care domain was omitted 
when calculating childhood disability. This approach to the analysis decreased the prevalence 
of disability for 5- to 7-year-old children by about 20%. Furthermore, frequency analyses 
conducted for this study noted that omitting self-care as a domain to identify disability had no 
significant effect on the prevalence rates of older children. For these reasons, the measure of 
childhood disability in this study omitted the self-care domain.  
 
An additional consideration in the application of the Washington Group on Disability Statistics 
in the South African context relates to issues of translation. Translations of the instrument into 
South African languages such as isiZulu, isiXhosa, Sesotho, Setswana, Siswati and Afrikaans, 
have not undergone cognitive testing sponsored by the Washington Group (2021). However, 
in 2012, Schneider embarked on national level cognitive testing and asserted that the South 
African population understood questions on vision, hearing, walking and climbing, self-care 
and communication contained in the Washington Group on Disability Statistics as intended. 
The question on remembering and concentrating, however, was more likely to be 
misinterpreted since participants were likely to report on the emotional difficulties associated 
with remembering stressful or sad experiences as opposed to reporting on their ability to 
remember important things and concentrate on a specific task (Schneider, 2012). For this 
reason, national and provincial trainings on the GHS questionnaire were undertaken to ensure 
that enumerators understood the intended meaning of the questions and were able to gather 
accurate data. It is however, important to be cognisant of the potential difficulties in 
interpretations of the Washington Group questions by both enumerators and participants.   
 
3.4.2. Index Development Procedures 
Index development, by way of definition refers to a procedure used to aggregate individual 




The single measure or underlying construct onto which the indicators load is known as the 
latent variable (DeVellis, 2017), which in the context of this study is QoL.  
 
There are certain steps required to ensure the construction of rigorous indices. Two prominent 
texts are relied on to outline the process of index development. These are the Handbook on the 
Construction of Composite Indices (OECD, 2008) and Contents and Measurement of 
Socioeconomic Development (McGranahan et al., 1972). Drawing on these texts, the ten steps 
required for the construction of indices are discussed next.  
 
Step 1 
The first step identified seeks to ensure that dimensions selected for the index should have a 
theoretical basis. According to the OECD (2008), this consideration ensures the selection of 
meaningful indicators for a multidimensional construct to be measured. Sirgy (2011) asserts 
that there are two ways in which indicators can be selected. First, bottom-up theory for the 
selection of indicators relies on community residents to identify indicators that they deem 
important. Second, embedding the selection of dimensions in a theoretical framework implies 
a top-down approach. According to Sirgy (2011), a bottom-up approach may result in limited 
meaning of indicators since they lack a theoretical basis. Therefore, Sirgy asserts that a top-
down approach is often found to be more credible and is favoured, as was the case in this study.  
 
Step 2 
To ensure that the application of the theoretical framework is relevant, good quality data is a 
central requirement (McGranahan et al., 1972). The OECD (2008) asserts that the analytical 
soundness of data, its country coverage and the availability of proxy variables as indicators are 
required to identify good quality data.  
 
Step 3 
Any data are subject to missingness. The OECD (2008) outlines data imputation as a third step 
in the index development process. The text warns that data imputation can be dangerous if the 
missingness is greater than 10% as there is no way of confirming whether the imputed data are 
biased. However, if there is less than 10% missingness, data imputation could lead to the 
minimisation of bias within the data. Data treatment for missingness can be conducted in three 




be conducted (e.g. mean/median/mode substitution) and third, multiple imputations can be 
conducted (OECD, 2008).  
 
Step 4 
The normalisation of the data is step four of the process (OECD, 2008). During this process, 
scale adjustments are made and indicators that are skewed can be transformed if necessary 
(OECD, 2008). Normalisation methods are usually informed by the type of data that will be 
used in an index. Since categorical data were used in this study, it is important to note that 
normalisation could be implemented in three ways. Specifically, if data are ordinal, all the 
indicators should be transformed so that the same direction of coding is achieved. For QoL 
indicators, this directionality would mean that higher values for indicators should represent 
circumstances that align with a better QoL. Furthermore, continuous data should be converted 
into ordinal variables. Lastly, dichotomous indicators should be derived with a value of either 
one or two from nominal variables (Greyling & Tregenna, 2017).  
 
Step 5 
The need to conduct multivariate analysis on the data is step five. Understanding the structure 
of the data and interrelatedness between indicator variables is a crucial step in ensuring that the 
composite index is well structured (OECD, 2008). It is recommended that principal component 
analysis (PCA) or categorical principal component analysis (CATPCA) for categorical data be 
used to determine whether individual indicators sufficiently describe the dimensions of QoL 
being investigated (OECD, 2008). This procedure ensures that the dimension is well-balanced 
in a statistical manner. In this step, it is also important to compare the structure of the data 
which (was statistically determined) to the theoretical framework to identify any differences. 
In this step, indicator variables that are highly correlated also need to be identified and omitted. 
The rationale for this approach is because if indicators are highly correlated, they are likely to 
measure the same phenomenon.  
 
Step 6 
The sixth step in index development is weighting. Weighting techniques are one of the most 
contested aspects of index development. Common weighting techniques include the budget 
allocation process, correlation analysis, multiple linear regression analysis, PCA and equal 
weighting (EW), to name a few (Greco et al., 2019). Short descriptions of these weighting 





In the budget allocation process, the weighting of an index is based on expert opinion. The 
main rule associated with this method is that the number of indicators need to be limited to 10 
to prevent cognitive stress and circular thinking amongst the experts (Greco et al., 2019; 
OECD, 2008). It is recognised that weightings may be biased using this method as they may 
lean toward aspects requiring political intervention. The Handbook on the Construction of 
Composite Indices identifies the restriction on the number of indicators as well as the overall 
reliability of this weighting system as a disadvantage.  
 
In correlation analysis, multiple linear regression analysis, PCA and data envelopment analysis, 
the data determine the weightings of indices. In correlation analysis, indicators are assigned 
weights that are proportional to the absolute values of row or column data. The disadvantage 
of this kind of approach relates to the fact that correlations are not always statistically 
significant. Furthermore, Greco et al. (2019) infer that even if correlations are significant, the 
significance does not imply causality leading to reliability concerns associated with the weights 
assigned to indicators. Thus, to move beyond simple correlations, multiple linear regression 
analysis could be employed which makes provision for causality between indicators. Yet the 
major shortfall of this approach to weighting data stems from the fact that the analysis assumes 
that there is absolutely no correlation between indicators. This condition is very rare within 
composite indices (Greco et al., 2019; Saisana et al., 2005).   
 
According to Greyling and Tregenna (2017), PCA and factor analysis (FA) group individual 
indicators together to form a dimension that captures as much of the possible information 
common to all individual indicators. Furthermore, the aims of PCA and FA is to “account for 
the highest possible variation” in the set of indicators whilst using the fewest possible 
components (Greyling & Tregenna, 2017, p.892). The Handbook on the Construction of 
Composite Indices recommends that PCA be used for index development due to its simplicity 
whilst allowing for weights to be representative of the information content within each 
individual indicator. What this technique means is that the data determine the weighting 
procedures. This method therefore hinges on sufficient correlations within the data. Greco et 
al. (2019) further state that the process of PCA assumes all data are continuous leading to the 
need for non-linear PCA analysis such as CATPCA to be used in indices containing categorical 
indicators (Greyling & Tregenna, 2017; Kolenikov & Angeles, 2009). Since the GHS 




standard procedure when applying PCA is to make use of factor loadings of the indicators on 
the first component, this method is sometimes insufficient in representing the original 
indicators (Greyling & Tregenna, 2017; Ram, 1982). Thus, methods such as those developed 
by Nicoletti et al. (2000) consider the factor loadings on the first component as well as 
subsequent extracted components. According to Greyling and Tregenna (2017, p.892), this 
method preserves the maximum “proportion of the total variation in the dataset”. The method 
allows us to group indicators with the highest factor loadings on a specific component into 
intermediate indices (Nicoletti et al., 2000). Each factor loading is then squared and scaled to 
unity sum for the compilation of intermediate indices. This technique therefore uses factor 
loadings to determine the proportional weighting of each indicator in a dimension.  
 
Lastly, EW involves assigning the same weight to all variables, implying that all variables are 
of equal worth in the final index (OECD, 2008). Despite Alkire and Santos (2014) asserting 
that EW is straightforward, reflecting that the normative assessment that each dimension is of 
equal importance, other authors contend that the “arbitrariness of equal weighting across 
indicators and dimensions is considered worrisome in the literature on indices” (Frame et al., 
2016, p.10). Specifically, in South Africa, Frame et al. (2016) argue that if one considers the 
experiences of the larger population in post-apartheid South Africa, policy makers may need 
to weight the value of access to education higher than assets. Yet, despite this assertion, indices 
using EW are still the most popular (Greyling & Tregenna, 2017).  
 
Step 7 
A seventh step in the creation of the index is aggregation. Authors such as Greco and colleagues 
(2019) have indicated that no perfect aggregation methods exist, yet linear methods are the 
most popular (OECD, 2008; Saisana et al., 2005). In linear methods, a composite index is 
formed primarily through the addition wherein the composite index is generated through the 
sum of the “products of weights and indicators” (Greco et al., 2019, p.75). The method of 
Nicoletti et al. (2000) has also been applied to weightings and the aggregation of indices 
(Greyling & Tregenna, 2017; Groh et al., 2010). This method involves constructing 
intermediate indices and then allocating a weight to each of the intermediate indices that is 
proportional to the variance explained by each extracted component. The composite index is 
then constructed through linear aggregation, relying on the sum of the products of weights and 






The next step to conclude the index development process refers to sensitivity analysis (OECD, 
2008). In this regard, Saisana et al. (2005) identify various aspects that need to be tested, 
namely, on the decisions taken in the selection of individual indicators, the treatment of missing 
data, the selection of the optimal scaling method and the selection of a weighting scheme.  
 
Step 9  
In the final step of the index development process, the visualisation of results are important 
(OECD, 2008). In terms of visualisation, how the results are presented are crucial since it can 
aid in the interpretation of results.   
 
Guided by this theory on index development, the following decisions were made in relation to 
creating a composite index in this study:  
 
Table 3.4: Summary of Index Development Steps used in this Study  
1 Theoretical 
framework 
Sen’s Capabilities Approach (CA) as the overarching theoretical 
framework for this study was articulated in Chapters 1 and 2. 
Moreover, Section 3.3 of this chapter presented a detailed overview of 
existing child indices and indicators both globally and in South Africa. 
Drawing on these various sources of literature traversed above and the 
bearing on data limitations described previously, Sen’s CA provides a 
pragmatic approach in the multidimensional measure of QoL for South 
African children.  
2 Data selection The effective implementation of a framework is often influenced by 
the kind of data that are available. The data selected for this study were 
derived from the GHS. This dataset contains detailed information on 
South African children (including those with disabilities). The dataset 
was explained in Section 3.4.1 to demonstrate its analytical soundness.  
3 Data 
imputation 
In the GHS, less than 5% of data used to construct the index were 
missing. A missing value analysis revealed that the missingness in the 
data was random, rendering data imputation acceptable. Since data in 
the GHS were categorical, the data were imputed using mode 




by the mode (most frequent-category value). A disadvantage of this 
method of imputation is its ability to distort data; however, its 
straightforwardness makes it a recommended method specifically in 
instances where less than 5% of data are missing (Anita, 2019).  
4 Normalisation  Since the data in this study were categorical, three methods of 
normalisation were used. Continuous data were converted into ordinal 
variables (such as income), ordinal data were transformed so that 
higher values represented circumstances that aligned with a better 
QoL, and dichotomous indicators were derived with a value of either 
one or two from nominal variables (Greyling & Tregenna, 2017). The 
comprehensive list of preliminary variables and their coding appears 
in Appendix A. A final selection of indicator variables for the index 
was informed by this list, on the basis of the multivariate analysis. 
5 Multivariate 
analysis 
In this step, CATPCA was used to determine whether individual 
indicators sufficiently described dimensions of QoL outlined in the 
ideal QoL framework (Figure 3.1). CATPCA was used since data in 
the GHS were categorical. Additionally, indicators that were highly 
correlated were identified in this step. According to Mooi et al. (2018), 
indicators with values of more than 0.3 should be retained in an index, 
while values of 0.9 and above should be omitted.  
6 Weighting  To identify indicators and derive the weights for each of the indicators 
within each of the intermediate indices, CATPCA was used. Then, to 
ascertain the weighting of each of the intermediate indices in the final 
composite index, the method of Nicoletti et al. (2000) was used where 
the first and subsequent components could be extracted.  
7 Aggregation Using linear aggregation or by adding of the products of weights and 
indicators, intermediate indices (representing each dimension) could 
be constructed. The same aggregation method was used to construct 
the composite QoL index by allocating weightings that were equal to 
the proportion of the variances explained by each component in the 
dataset (Greyling & Tregenna, 2017). This method of aggregation 




weightings in the final index. The formulae for these aggregations 
appear in the results section of this chapter. 
8 Sensitivity 
analysis 
Various checks were implemented throughout the index construction 
process to validate the robustness of the QoL indices. These checks 
were conducted on the decisions taken in the selection of individual 
indicators, the treatment of missing data, the selection of the optimal 
scaling method and the selection of a weighting scheme. The inclusion 
and exclusion of individual indicators were tested through having an 
expansive list of preliminary indicators from which the final indicators 
were selected (Appendix A). Then, following Greyling and Tregenna 
(2017), the  treatment of missing data was tested by using data 
imputation (mode), pairwise deletion and listwise deletion. These 
outputs are contained in Appendix B. Next, robustness relating to the 
scaling method was tested by checking if the explained variance 
differed depending on the use of spline ordinal and spline nominal 
scaling methods compared to ordinal and nominal methods (see 
Appendix C). Finally, in order to check the decision on the weighting 
system, the newly constructed indices were correlated with EW indices 
in the absence of a QoL index specific to South African children. Fao 
(2014) indicates that if the correlation is significant, then the newly 
constructed indices are robust in relation to the method of weighting 
selected.  
9 Visualisation of 
results 
Finally, in order to remove any ambiguity in relation to how the results 
are interpreted, tables and graphs were constructed in a way that can 
provide quick and accurate interpretation (OECD, 2008). These tables 
and graphs are then explained in the text. 
 
The results emanating from the analysis described are explained next.  
 
3.5. Results: Index Construction  
In this section, analysis of the data was conducted with four separate groups of children. These 




with disabilities in 2016. Since weights for the composite indices are derived from the output 
of CATPCA’s, the weighting systems changed when the sample changed.  
 
Table 3.5: Kaiser-Meyer-Olkin Measure and Barlett’s Test of Sphericity  




KMO   0.874 0.792 0.792 0.775 
Bartlett's Test of Sphericity     
Approx. Chi-Square 181747.24 62414.09 14297.01 8536.94 
df 276 171 171 171 
Sig. 0.000 0.000 0.000 0.000 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
Kapucu et al., (2018) indicated that CATPCA can be conducted on samples with a Kaiser-
Meyer-Olkin (KMO) measure of sampling adequacy of between 0.5 and 1.0. The KMO statistic 
in all samples of children were greater than 0.713 (Table 3.5).  
Furthermore, Bartlett’s test of sphericity, used to test whether the correlation matrix was 
suitable for CATPCA, was significant across the different groups of children. These groups 
included all children in 2011 (χ2 (276) = 181747.24, p<0.001); all children in 2016 (χ2 (171) = 
62414.09, p<0.001); children with disabilities in 2011 (χ2 (171) = 14297.01, p<0.001); and 
children with disabilities in 2016 (χ2 (171) = 8536.94, p<0.001). 
 
There are three techniques that guide the decision on the number of components that should be 
extracted. The first is the Kaiser’s criterion which states that components with an eigenvalue 
(variance) of more than one should be extracted (OECD, 2008). The eigenvalue for each 
principal component is a measure of the percentage of variation explained in the total data set. 
The second technique that can be used is the scree plot. The scree plot shows the eigenvalues 
of each component. In this technique, scree plots should first represent a sharp drop and then 
begin to level off and become horizontal. Components above the point at which the curve 
changes and begins to level off should be extracted (OECD, 2008). A third technique is the 
interpretability of the rotated components (Tabachnick & Fidell, 2007). Interpretability 
according to Tabachnick and Fidell (2007) is premised on the meaning of particular 
combination of variables. In this instance, indicator variables that load on the same component 
should correlate with each other and thus, the interpretation and naming of components should 
 
13 KMO statistic values and the suitability for CATPCA: 0.00 to 0.49 unacceptable; 0.50 to 0.59 miserable; 




be meaningful. Results of Kaiser’s criterion (Table 3.6) reflect that the extraction of six 
components were suitable for extraction to include in the QoL index. This suitability for 
extraction was found consistently across all groups of children. In the 2011 wave of the GHS, 
the extraction of six components explained a total of 62% of the variation in the dataset for all 
children and 62.1% for children with disabilities. Similarly, in the 2016 wave of the GHS, six 
components explained 60.8% of the variation in the dataset for all children and 62.9% for 
children with disabilities. These results are similar to other studies (Greyling & Tregenna, 
2017; Naudé et al., 2009), where approximately 60% of the variance was explained by 






























1 4.42 23.24 23.24 4.20 22.11 22.11 4.02 21.14 21.14 4.15 21.84 21.84 
2 2.18 11.48 34.72 2.12 11.16 33.27 2.25 11.86 33.00 2.39 12.56 34.40 
3 1.50 7.92 42.64 1.51 7.94 41.21 1.66 8.71 41.71 1.67 8.78 43.19 
4 1.41 7.40 50.03 1.41 7.44 48.65 1.53 8.08 49.79 1.47 7.76 50.94 
5 1.19 6.24 56.27 1.22 6.40 55.05 1.26 6.64 56.43 1.18 6.23 57.17 
6 1.09 5.73 62.00 1.10 5.77 60.82 1.07 5.62 62.05 1.08 5.68 62.85 
7 0.95 5.19 67.19 0.94 4.96 65.77 0.90 5.31 67.36 0.94 5.18 68.03 
8 0.94 4.97 72.16 0.93 4.91 70.68 0.82 4.34 71.71 0.83 4.38 72.41 
9 0.75 3.95 76.11 0.89 4.68 75.36 0.78 4.12 75.83 0.76 3.99 76.41 
10 0.67 3.53 79.64 0.67 3.51 78.87 0.68 3.59 79.41 0.66 3.48 79.89 
11 0.65 3.43 83.07 0.62 3.25 82.12 0.64 3.37 82.78 0.61 3.23 83.11 
12 0.60 3.15 86.22 0.58 3.08 85.20 0.59 3.08 85.86 0.55 2.89 86.00 
13 0.53 2.77 88.99 0.56 2.96 88.16 0.55 2.89 88.76 0.51 2.68 88.69 
14 0.52 2.72 91.70 0.55 2.89 91.05 0.51 2.68 91.44 0.50 2.63 91.32 
15 0.45 2.39 94.09 0.50 2.64 93.70 0.49 2.56 94.00 0.46 2.40 93.72 
16 0.37 1.96 96.05 0.41 2.17 95.87 0.41 2.16 96.15 0.42 2.20 95.93 
17 0.36 1.87 97.92 0.35 1.84 97.71 0.34 1.80 97.95 0.33 1.75 97.67 
18 0.20 1.05 98.97 0.25 1.33 99.03 0.20 1.05 99.00 0.28 1.47 99.15 
19 0.20 1.03 100.00 0.18 0.97 100.00 0.19 1.00 100.00 0.16 0.85 100.00 




When conducting CATPCA, it is important to note that indicators were nominal and ordinal 
(see Appendix A). Therefore, nominal and ordinal scales of quantifications were used during 
the CATPCA. This decision was informed by previous studies that report a preference for 
nominal and ordinal quantifications over spline quantifications since spline quantifications are 
more restrictive (Greyling & Tregenna, 2017; Linting et al., 2007). To test the robustness of 
the scaling choices, CATPCA’s were run with spline quantifications and compared to nominal 
and ordinal quantifications. These results are found in Appendix C and reveal that nominal and 
ordinal quantifications explain higher levels of variance in the extracted components. 
 
To improve interpretability and simplify the structure of the extracted components, the results 
of the CATPCA were rotated. Varimax rotations are used most frequently and assume 
independence of components. From the theoretical discussion on QoL dimensions (Section 3.3) 
however, it was clear that correlations between dimensions existed. According to Tabachnick 
and Fidell (2007), oblique (promax) rotations are then justified, which allows for components 
to be correlated. Hence, a promax rotation was used with a Kappa value of 4 (default in 






Table 3.7: Component Correlation Matrix 
Component 1 2 3 4 5 6 
All children 2011 
1 1 0.1 0.32 0.31 0.02 0.15 
2 0.1 1 0.18 0.17 0.05 0.05 
3 0.32 0.18 1 0.24 0.04 0.21 
4 0.31 0.17 0.24 1 0.05 0.07 
5 0.02 0.05 0.04 0.05 1 0.03 
6 0.15 0.05 0.21 0.07 0.03 1 
All children 2016 
1 1 0.12 0.32 0.32 0 0.2 
2 0.12 1 0.23 0.19 0.03 0.08 
3 0.32 0.23 1 0.19 0.04 0.26 
4 0.32 0.19 0.19 1 0.01 0.07 
5 0 0.03 0.04 0.01 1 0.01 
6 0.2 0.08 0.26 0.07 0.01 1 
Children with disabilities 2011 
1 1 0.04 0.31 0.32 0.03 0.17 
2 0.04 1 0.19 0.18 0.01 0.04 
3 0.31 0.19 1 0.27 0.04 0.23 
4 0.32 0.18 0.27 1 0.06 0 
5 0.03 0.01 0.04 0.06 1 0.01 
6 0.17 0.04 0.23 0 0.01 1 
Children with disabilities 2016 
1 1 0.05 0.3 0.2 0.27 0.02 
2 0.05 1 0.19 0.08 0.16 0 
3 0.3 0.19 1 0.28 0.18 0.02 
4 0.2 0.08 0.28 1 0.09 0.01 
5 0.27 0.16 0.18 0.09 1 0.04 
6 0.02 0 0.02 0.01 0.04 1 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
In the next step, the grouping together of indicators with the highest factor loadings on each 
component was required. Table 3.8 represents the factor loadings of the extracted components 
for all four groups of children and is also representative of the final list of indicators (19 of the 
initial 24 indicators) that comprise the different components. The type of housing 
(formal/informal) did not load onto any of the six extracted components. Furthermore, due to 
correlations of more than 0.9, fuel for lighting and heating as well households skipping meals 





Table 3.8: Factor Loadings used to Weight the Composite Indices based on a Rotated Component Matrix 
All children 2011 
  
Extracted components Squared factor loadings scaled to unity sum 
1 2 3 4 5 6 1 2 3 4 5 6 
Drinking water on the premises 0.82 0.05 -0.08 0.09 0.01 -0.00 0.25      
Sanitation 0.88 -0.02 0.09 -0.08 -0.02 0.06 0.27      
Fuel for cooking 0.63 -0.03 -0.04 0.28 0.01 -0.02 0.20      
Refuse removal 0.89 -0.02 0.04 -0.10 -0.02 0.06 0.28      
Child hunger in the past 12 months -0.05 0.76 0.04 0.08 -0.01 -0.01  0.31     
Run out of money to buy food 0.02 0.83 0.01 0.00 -0.01 -0.01  0.34     
Smaller variety of food 0.01 0.84 -0.01 -0.02 -0.00 -0.01  0.34     
Social grant receipt -0.07 0.00 0.76 0.14 -0.13 0.12   0.32    
Household expenditure -0.01 -0.01 0.78 0.15 -0.05 0.07   0.33    
Income category -0.05 0.05 0.81 0.11 -0.03 0.07   0.34    
Television 0.19 -0.03 -0.02 0.75 0.02 -0.06    0.35   
Refrigerator 0.18 0.02 0.03 0.75 0.01 -0.09    0.35   
Radio -0.16 0.07 0.09 0.67 -0.03 0.07    0.31   
Correct education for age -0.02 -0.04 0.01 -0.02 0.86 -0.02     0.41  
School attendance -0.12 0.04 -0.22 0.32 0.45 0.19     0.21  
Literacy 0.06 0.00 0.14 -0.09 0.79 -0.06     0.38  
Adult relative in household -0.19 -0.15 0.13 0.28 -0.06 0.44      0.23 
Mother in household 0.02 -0.08 -0.09 0.07 -0.07 0.77      0.40 
Father in household -0.03 -0.03 0.23 -0.01 0.03 0.71      0.37 
% variance in data 23.2 11.5 7.9 7.4 6.2 5.7       
Eigenvalue 4.42 2.18 1.50 1.41 1.19 1.09       
% variance of extracted components 37.5 18.6 12.8 12.0 10.0 9.2       
*Factor loadings in bold indicate the highest loadings per component 
**Extracted components explain 62% (23.2 + 11.5 + 7.9 + 7.4 + 6.2 + 5.7) of the variance of the data 





All children 2016 
  
Extracted components Squared factor loadings scaled to unity sum 
1 2 3 4 5 6 1 2 3 4 5 6 
Drinking water on the premises 0.80 0.00 0.02 0.05 0.02 -0.03 0.26 
     
Sanitation 0.89 -0.01 0.13 -0.08 0.00 0.00 0.29 
     
Fuel for cooking 0.50 0.02 -0.16 0.40 -0.03 0.03 0.16 
     
Refuse removal 0.89 -0.01 0.05 -0.11 0.01 0.02 0.29 
     
Child hunger in the past 12 months -0.01 0.78 -0.04 0.06 0.01 0.02 
 
0.31 
    
Run out of money to buy food 0.00 0.89 0.05 -0.01 0.00 -0.02 
 
0.35 
    
Smaller variety of food -0.01 0.86 0.02 -0.04 0.01 0.01 
 
0.34 
    
Social grant receipt -0.09 0.00 0.74 0.06 0.01 0.03 
  
0.31 
   
Household expenditure 0.06 0.01 0.83 0.05 -0.02 0.00 
  
0.35 
   
Income category -0.01 0.03 0.84 0.09 -0.02 -0.01 
  
0.35 
   
Television 0.10 0.03 -0.05 0.78 0.01 -0.01 
   
0.37 
  
Refrigerator 0.14 0.01 0.00 0.74 0.02 -0.02 
   
0.36 
  
Radio -0.35 -0.06 0.22 0.56 0.05 -0.02 
   
0.27 
  
Correct education for age 0.02 -0.02 -0.02 -0.05 0.85 -0.03 
    
0.41 
 
School attendance -0.06 0.04 -0.09 0.14 0.44 0.06 
    
0.21 
 
Literacy 0.04 0.01 0.05 -0.01 0.78 0.00 
    
0.38 
 
Adult relative in household 0.04 -0.10 0.11 0.10 0.01 0.67 
     
0.33 
Mother in household 0.08 -0.08 -0.08 0.03 0.01 0.68 
     
0.33 
Father in household -0.04 -0.03 0.21 0.03 0.02 0.71 
     
0.35 
% variance in data 22.1 11.2 7.9 7.4 6.4 5.8 
      
Eigenvalue 4.2 2.1 1.5 1.4 1.2 1.1 
      
% variance of extracted components 36.3 18.4 13.0 12.2 10.5 9.5 
     
  
*Factor loadings in bold indicate the highest loadings per component 
**Extracted components explain 60.8% (22.1 + 11.2 + 7.9 + 7.4 + 6.4 + 5.8) of the variance of the data 








Children with disabilities 2011 
  
Extracted components Squared factor loadings scaled to unity sum 
1 2 3 4 5 6 1 2 3 4 5 6 
Drinking water on the premises 0.71 0.01 -0.09 0.20 0.05 0.01 0.25 
     
Sanitation 0.84 0.00 0.10 -0.12 -0.02 0.00 0.29 
     
Fuel for cooking 0.50 -0.05 -0.04 0.36 0.04 0.09 0.17 
     
Refuse removal 0.84 0.03 0.08 -0.16 -0.03 -0.01 0.29 
     
Child hunger in the past 12 months 0.04 0.75 -0.02 0.05 0.06 -0.07 
 
0.31 
    
Run out of money to buy food 0.00 0.83 -0.01 0.01 -0.02 0.05 
 
0.34 
    
Smaller variety of food -0.01 0.83 0.04 -0.02 -0.02 0.03 
 
0.34 
    
Social grant receipt 0.06 0.03 0.72 0.01 -0.13 0.01 
  
0.30 
   
Household expenditure 0.10 -0.02 0.82 0.04 -0.04 -0.02 
  
0.35 
   
Income category 0.06 0.07 0.82 0.04 -0.05 -0.04 
  
0.35 
   
Television 0.04 -0.04 -0.06 0.84 0.03 -0.02 
   
0.37 
  
Refrigerator 0.03 0.03 0.01 0.83 0.01 -0.05 
   
0.37 
  
Radio -0.16 0.08 0.17 0.59 -0.09 0.03 
   
0.26 
  
Correct education for age 0.00 -0.03 0.01 -0.05 0.86 0.00 
    
0.38 
 
School attendance 0.09 0.09 -0.14 0.07 0.67 -0.06 
    
0.30 
 
Literacy -0.09 -0.03 0.21 -0.03 0.74 0.07 
    
0.32 
 
Adult relative in household -0.02 -0.14 0.16 0.11 -0.06 0.63 
     
0.31 
Mother in household 0.10 -0.11 -0.05 -0.01 -0.05 0.64 
     
0.32 
Father in household -0.07 -0.02 0.14 0.08 -0.01 0.76 
     
0.37 
% variance in data 21.1 11.9 8.7 8.1 6.6 5.6 
      
Eigenvalue 4.0 2.3 1.7 1.5 1.3 1.1 
      
% variance of extracted components 34.0 19.2 14.0 13.0 10.6 9.0 
     
  
*Factor loadings in bold indicate the highest loadings per component 
**Extracted components explain 62.1% (21.1 + 11.9 + 8.7 + 8.1 + 6.6 + 5.6) of the variance of the data 








Children with disabilities 2016 
  
Extracted components Squared factor loadings scaled to unity sum 
1 2 3 4 5 6 1 2 3 4 5 6 
Drinking water on the premises 0.78 0.02 0.02 0.12 0.01 0.04 0.27 
     
Sanitation 0.84 0.14 -0.01 0.02 0.01 0.07 0.29 
     
Fuel for cooking 0.39 -0.10 -0.04 0.51 -0.01 0.01 0.14 
     
Refuse removal 0.85 0.06 -0.01 0.03 0.00 0.08 0.30 
     
Social grant receipt -0.10 0.81 0.02 0.10 -0.05 0.10 
 
0.33 
    
Household expenditure 0.05 0.85 -0.01 0.02 -0.02 0.02 
 
0.34 
    
Income category 0.04 0.83 0.03 0.03 -0.01 -0.04 
 
0.33 
    
Child hunger in the past 12 months -0.05 -0.09 0.79 0.14 -0.01 0.04 
  
0.31 
   
Run out of money to buy food 0.03 0.05 0.89 -0.04 0.02 -0.03 
  
0.35 
   
Smaller variety of food 0.00 0.03 0.88 -0.02 -0.01 0.01 
  
0.34 
   
Television 0.16 -0.08 0.03 0.75 0.01 -0.10 
   
0.37 
  
Refrigerator 0.20 -0.01 0.04 0.73 0.03 -0.10 
   
0.36 
  
Radio -0.46 0.17 0.05 0.56 -0.02 0.15 
   
0.27 
  
Correct education for age -0.03 0.01 -0.02 -0.03 0.86 -0.02 
    
0.39 
 
School attendance 0.15 -0.03 0.12 -0.12 0.66 -0.06 
    
0.30 
 
Literacy -0.12 0.04 -0.10 0.22 0.69 0.10 
    
0.31 
 
Adult relative in household -0.06 0.13 -0.08 0.18 -0.12 0.71 
     
0.35 
Mother in household 0.15 -0.17 -0.05 0.06 -0.08 0.66 
     
0.32 
Father in household 0.01 0.25 0.00 -0.02 -0.04 0.67 
     
0.33 
% variance in data 21.8 12.6 8.8 7.8 6.2 5.7 
      
Eigenvalue 4.0 2.3 1.7 1.6 1.2 1.1 
      
% variance of extracted components 34.7 20.0 14.0 12.4 9.9 9.1 
     
  
*Factor loadings in bold indicate the highest loadings per component 
**Extracted components explain 62.9% (21.8 + 12.6 + 8.8 + 7.8 + 6.2 + 5.7) of the variance of the data 





The indicators with the highest factor loadings per component can be found in Table 3.8. As 
described in Section 3.4.2, the next step is to create intermediate indices. To achieve this step, 
the factor loadings are squared and scaled to unity sum. Intermediate indices are then created 
using the following formula:  
 





Where IIm (m=1…6) = sum of all items of the specific II’s, Ii (i=1…n) times their weights, wi.  
 
Intermediate Index (Dimension) 1 
For all children in 2011, Table 3.8 reveals that the highest factor loadings on the first extracted 
component were ‘Refuse removal’ (0.89), ‘Sanitation’ (0.88), ‘Drinking water on the premises’ 
(0.82) and ‘Fuel for cooking’ (0.63). When interpreted, these indicators form an intermediate 
index that can be categorised as “Access to Services”. Squaring these loadings and scaling 
them to unity sum provides the following weightings for the intermediate index: ‘Refuse 
removal’ (0.28), ‘Sanitation’ (0.27), ‘Drinking water on the premises’ (0.25) and ‘Fuel for 
cooking’ (0.20). Overall, this index explains 37.5% of the variance of the extracted components 
and therefore will carry the highest weighting in the composite QoL index for all children in 
the 2011 cohort of data. Figure 3.3 summarises the “Access to Services” indicator weightings 
and dimension weightings for the remaining groups of children. In all four groups of children, 
this dimension explains the most variance of the extracted components. 
 
 
Figure 3.3: Indicator Weightings for the “Access to Services” Dimension  
Source: Author’s calculations based on 2011 and 2016 GHS  
 
All Children 2016
• Drinking water (0.26)
• Sanitation (0.29)
• Fuel for cooking (0.16)
• Refuse removal (0.29)




• Drinking water (0.25)
• Sanitation (0.29)
• Fuel for cooking (0.17)
• Refuse removal (0.29)




• Drinking water (0.27)
• Sanitation (0.29)
• Fuel for cooking (0.14)
• Refuse removal (0.30)





Intermediate Index (Dimension) 2 
For all children in 2011, the second component, categorised as “Food Access”, the indicators 
representing the highest factor loadings were: ‘Eating a smaller variety of food’ (0.84), 
‘Running out of money for food’ (0.83) and ‘Child hunger in the past 12 months’ (0.76). Food 
Access explains 18.6% of the variance of the extracted components and each indicator carries 
the following weight in the intermediate index: ‘Eating a smaller variety of food’ (0.34), 
‘Running out of money for food’ (0.34) and ‘Child hunger in the past 12 months’ (0.31). Figure 
3.4 summarises the “Food Access” indicator weightings and dimension weightings for the all 
children in 2016 and children with disabilities in 2011. 
 
 
Figure 3.4: Indicator Weightings for the “Food Access” Dimension. 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
For the cohort of children with disabilities in 2016, “Income” emerges as the second 
intermediate index. The weightings assigned to each indicator in the intermediate index are: 
‘Income categories’ (0.33), ‘Household expenditure’ (0.34) and ‘Access to social grants’ 
(0.33). Income for these children explains 20% of the variance of the extracted components.  
 
Intermediate Index (Dimension) 3 
“Income” comprised the third intermediate index for all other groups of children (except the 
2016 cohort of children with disabilities). The weightings for the 2011 cohort of all children in 
this intermediate index were: ‘Income categories’ (0.34), ‘Household expenditure’ (0.33) and 
‘Access to social grants’ (0.32). Collectively, “Income” explained 12.8% of the variance of the 
extracted components. Figure 3.5 summarises the “Income” indicator weightings and 
dimension weightings for the all children in 2016 and children with disabilities in 2011. 
 
All Children 2016
• Child hunger (0.31)
• Run out of money for food (0.35)
• Smaller variety of food (0.34)
• % variance of extracted components 
(18.4)
Children with Disabilities 2011
• Child hunger (0.31)
• Run out of money for food (0.34)
• Smaller variety of food (0.34)






Figure 3.5: Indicator Weightings for the “Income” Dimension. 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
For the cohort of children with disabilities in 2016, “Food Access” emerged as the third 
intermediate index. The weightings assigned to each indicator in the intermediate index were: 
‘Eating a smaller variety of food’ (0.34), ‘Running out of money for food’ (0.35) and ‘Child 
hunger in the past 12 months’ (0.31). “Food Access” for these children explained 14% of the 
variance of the extracted components.  
 
Intermediate Index (Dimension) 4 
The fourth extracted component comprised “Assets”. For all children in 2011, the factor 
loadings were: ‘Refrigerator’ (0.75), ‘Television’ (0.75) and ‘Radio’ (0.67). This component 
explained 12.0% of the variance of the extracted components with the indicators carrying the 
following weightings in the intermediate indices: ‘Refrigerator’ (0.35), ‘Television’ (0.35) and 
‘Radio’ (0.31). Figure 3.6 summarises the “Assets” indicator weightings and dimension 





• Social grants (0.31)
• Household expenditure (0.35)
• Income (0.35)
• % variance of extracted components 
(13.0)
Children with Disabilities 2011
• Social grants (0.30)
• Household expenditure (0.35)
• Income (0.35)






Figure 3.6: Indicator Weightings for the “Assets” Dimension  
Source: Author’s calculations based on 2011 and 2016 GHS  
 
Intermediate Index (Dimension) 5 
“Education” comprised the fifth extracted component for all children. For the cohort of all 
children in 2011, the factor loadings were as follows: ‘Correct education for age’ (0.86), 
‘Literacy’ (0.79) and ‘School attendance’ (0.45) representing the highest factor loadings. 
Overall, “Education” explained 10% of the variance of the extracted components. Furthermore, 
each indicator was weighted as follows in the intermediate index: ‘Correct education for age’ 
(0.41), ‘Literacy’ (0.38) and ‘School attendance’ (0.21). Figure 3.7 summarises the 




Figure 3.7: Indicator Weightings for the “Education” Dimension  
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components (12.4)
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Intermediate Index (Dimension) 6 
Finally, “Care Resources” explaining 9.2% of the variance of the extracted components for all 
children in 2011 comprised the sixth extracted component. The highest factor loadings for this 
component were ‘Mother in the household’ (0.77), ‘Father in the household’ (0.71) and ‘Adult 
relative in the household’ (0.44). Within the intermediate index, the following weightings were 
assigned to each indicator: ‘Mother in the household’ (0.40), ‘Father in the household’ (0.37) 
and ‘Adult relative in the household’ (0.23). Figure 3.8 summarises the “Care Resources” 
indicator weightings and dimension weightings for the remaining groups of children. 
 
 
Figure 3.8: Indicator Weightings for the “Care Resources” Dimension 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
Following the construction of the intermediate indices, the construction of the composite index 
can be undertaken. 
 
Composite Index  
In order to construct the composite QoL indices for each group of children, the following 
formula was used:  
 









• Adult relative in HH 
(0.33)
• Mother in HH (0.33)
• Father in HH (0.35)




• Adult relative in HH 
(0.31)
• Mother in HH (0.32)
• Father in HH (0.37)




• Adult relative in HH 
(0.35)
• Mother in HH (0.32)
• Father in HH (0.23)





The weightings of each intermediate index used to aggregate the composite index were 
represented by the variance explained by each extracted component. For example, the 
weighting for the first component in the 2011 cohort of all children was 37.5%. This percentage 
was calculated as follows:  
 
37.5% = (23.2/62*100) 
 
 
This formula reflects the percentage variance that each component explained in the dataset 
divided by the total variance explained by the extracted components. This formula was applied 
to calculate the weightings of all dimensions across the groups of children and can be viewed 
in Table 3.8. 
 
Lastly, in relation to the QoL index construction, the selection of the weighting scheme needed 
to be tested. In order to do this test, the newly constructed indices were correlated to EW 
indices, constructed for correlation analysis in the absence of a QoL index specific to South 
African children. Fao (2014) indicates that of the correlation is significant, then the newly 
constructed indices are robust. The scores of both the CATPCA and EW indices were 
continuous from 0 (low QoL) to 100 (high QoL). Pearson’s Correlation Coefficient was 
therefore used to correlate the CATPCA index and the EW index.  
 
Table 3.9: Pearson’s Correlation Coefficient of the EW and CATPCA Indices  
Cohort of children  EW CATPCA 
All children 2011 EW 
Pearson Correlation 1 0.966** 
Sig. (2-tailed)  0.000 
N 13241 13241 
All children 2016 EW 
Pearson Correlation 1 0.964** 
Sig. (2-tailed)  0.000 
N 11759 11759 
Children with disabilities 2011 EW 
Pearson Correlation 1 0.970** 
Sig. (2-tailed)  0.000 
N 991 991 
Children with disabilities 2016 EW 
Pearson Correlation 1 0.953** 
Sig. (2-tailed)  0.000 
N 733 733 
**Correlation is significant at the 0.01 level (2-tailed). 





The results of these correlations, reflecting the robustness of changing the weighting systems, 
indicated a positive and significant Pearson’s Correlation Coefficients for all children in 2011 
(r=0.97; p<0.01), all children in 2016 (r=0.96; p<0.01), children with disabilities in 2011 
(r=0.97; p<0.01) and children with disabilities in 2016 (r=0.95; p<0.01). These results are 
found in Table 3.9.  
 
Importantly, the EW indices were only used as a measure of robustness and not for further 
analysis on children’s QoL in this study. This approach was due to the inability of an EW 
system to identify the dimensions that account for the highest variance in QoL. From a policy 
perspective, being able to identify these dimensions can inform priority interventions required 
to improve child wellbeing. 
  
3.6. Discussion and Conclusion  
QoL, as a construct, is difficult to quantify and evaluate given its multidimensional nature 
(Bray & Dawes, 2007; Felce & Perry, 1995; Greyling & Tregenna, 2017; Renwick et al., 2003). 
As a result, it is important to draw on existing work when conceptualising QoL. Overall, there 
seems to be some consensus across multidimensional measures for children since certain 
dimensions are important for the survival of children as well as for their further development.  
 
An additional difficulty revolves around the constant debates on whether multidimensional 
measures should be indexed or rely on an expanded list of indicators, further complicating QoL 
studies (Saisana et al., 2005; Saisana & Tarantola, 2009). In this chapter, the researcher argued 
that the advantages of indexation supersede the disadvantages as it relates to bringing about 
improvements in policy. However, to be useful, the method used in the construction of indices 
must be robust. Furthermore, an EW weighting system for instance, which assumes the 
normative assessment that each QoL dimension is as equally important as the other could limit 
the ability of indices to effectively inform policies. This outcome is especially true in 
developing countries where resources are constrained and it is not economically viable to treat 
all dimensions with equal importance. Thus, methods such as CATPCA, which have the ability 
to identify dimensions of wellbeing that explain the highest variance, are favoured. For 
instance, the results of this chapter already reveal that providing access to basic services is of 






A central element of this study, however, was to ascertain whether indices aimed at all children 
also reflect the wellbeing of children with disabilities. To ensure that the indices accurately 
reflected the circumstances of these different groups of children, various checks were 
implemented throughout the index construction process to validate the robustness of the 
indices. Furthermore, the results of the index construction in this chapter revealed that the 
weightings of each indicator within a dimension were fairly consistent at the two points in time 
across the different groups of children. However, differences were observed in relation to the 
weightings of each dimension in a composite index, specifically for children with disabilities 
(Figure 3.9). This finding has important implications for policy and interventions. 
 
   
Figure 3.9: Comparisons of the Variance in QoL Dimensions in 2011 and 2016  
Source: Author’s calculations based on 2011 and 2016 GHS  
 
Between 2011 and 2016, income poverty for children overall decreased in South Africa from 
66.4% to 64.7% (Children’s Institute, 2020). Yet, in the dimensions associated with QoL, we 
saw a greater variance in the income dimension for children with disabilities in 2016. This 
finding demonstrates the elevated need to focus on strategies that can support income in 
households where children with disabilities reside. This important finding would have been 
concealed if children with disabilities were not treated as a separate group in the index 
construction. 
 
Results from this chapter on the construction of indices therefore demonstrate two important 


















Children with disabilities 2011




indicators for QoL studies. In this chapter, we noted how different indicators can potentially 
result in the ineffectual use of indices and how this use can influence policy choices. This 
situation becomes more problematic when data are not consistently collected over time within 
country contexts. To minimize these potential limitations, the importance of longitudinally 
available good quality data to implement theoretically relevant indicators cannot be overstated. 
 
Second, is that the circumstances of children with disabilities are hidden and rendered invisible 
when they are included in measures of wellbeing that are implemented for all children. The 
fact that there was a significant variability in the weightings of wellbeing dimensions for 
children with disabilities in 2011 compared to 2016 means that measures of wellbeing need to 
treat children with disabilities as a distinct group.  
 
In the next three data chapters, I apply the newly constructed indices to specific research 
questions.  
 
In Chapter 4, the indices are used for all children to answer the following question:  
• Does the QoL differ between children with and without disabilities in 2011 and in 
2016? 
A direct multidimensional comparison of this nature between children with and without 
disabilities has not been made in South Africa. 
 
In Chapter 5, the indices for children with disabilities are used to ascertain important 
differences (if any) relating to heterogeneity (different types and severities) in child disability. 
The question that this chapter aims to answer is:  
• Does the QoL differ based on the heterogeneity of children with disabilities in 2011 
and in 2016? 
 
Chapter 6 then seeks to identify determinants of QoL in children with disabilities and answers 
the following question:  
• Do household and caregiver characteristics influence the QoL of children with 
disabilities? 
 
Collectively, these works could fill an important knowledge and empirical gap in the literature 




4. Chapter 4: Comparing the Quality of Life in South African Children with and 
without Disabilities  
 
4.1. Introduction 
South Africa, as a developmental state, is committed to enhancing the quality of life (QoL) of 
all citizens through the elimination of poverty (National Planning Commission, 2020). 
Children in South Africa make up a considerable proportion (34%) of the population 
(Children’s Institute, 2020) and are considered one of the most vulnerable groups in society. 
Approximately 11% of the child population are estimated to have a disability (Department of 
Social Development, Department of Women, Children and People with Disabilities, & United 
Nations International Children's Emergency Fund [DSD, DWCPD & UNICEF], 2012). 
Furthermore, over 60% of all children are reported to live in income poverty (Hall & Sambu, 
2018; von Fintel et al., 2017), yet the proportion of children with disabilities who live in poverty 
is not known. Despite the increased academic interest in analysing the multidimensional 
dynamics of child poverty in South Africa (Barnes et al., 2007; Frame et al., 2016; Omotoso et 
al., 2019; Statistics South Africa, 2014b; von Fintel et al., 2017), these studies have not 
considered childhood disability. Furthermore, focusing on poverty or deprivations allows 
researchers to explore the basic needs for survival of South African children. Yet conceptually, 
income poverty is not identical to a diminished QoL (Ben-Arieh et al., 2014). As such, a 
theoretical shift geared toward QoL studies, seeking to prioritise the various dimensions pivotal 
to improving child wellbeing in the present is required (Ben-Arieh et al., 2014), specifically as 
it pertains to disability in childhood.  
 
Some work on the QoL of children with disabilities has been conducted in developed country 
contexts (Mihai et al., 2018; Ncube et al., 2018; Raphael et al., 1996; Renwick et al., 2003). 
There is however, a paucity of research on the same topic in developing country contexts. 
Certainly, in South Africa this area of study has not been adequately researched. To date, the 
only national level comparison between children with and without disabilities was conducted 
in 2012 (DSD, DWCPD & UNICEF, 2012). However, methodological limitations recognised 
by the authors of the study in relation to the inconsistent criteria to evaluate childhood disability 
undermined the research findings (DSD, DWCPD & UNICEF, 2012). 
 
In response to the abovementioned limitation, this chapter has two aims. The first aim is to 




the QoL of children with and without disabilities at two time periods (2011 and 2016). A related 
objective in this regard is to ascertain whether the order of dimensions that explain QoL remain 
the same for both children with and without disabilities at the two time periods. The second 
aim of this chapter is to understand how demographic factors such as age, gender and race 
shape QoL outcomes of children with and without disabilities. This kind of analysis is 
important given the debates around whether disability has an effect on QoL (Albrecht & 
Devlieger, 1999; Hosain et al., 2002). Furthermore, meeting these aims would enable a 
comprehensive, national level understanding of how the QoL of children with and without 
disabilities compare in South Africa.   
 
This chapter also has important policy relevance. As discussed in Chapter 2, South Africa’s 
policy landscape for adults and children with disabilities is progressive, rooted in a human 
rights approach, and aligned with the United Nations Convention on the Rights of Persons with 
Disabilities (UNCRPD; 2006). Various policies promote economic inclusion for adults with 
disabilities and, importantly for children with disabilities, educational inclusion. Further, there 
is social protection coverage for adults and children with disabilities via cash transfers. 
However, as is demonstrated below, both adults and children with disabilities continue to fare 
worse than adults and children without disabilities on a number of aspects of wellbeing. 
Comparing the QoL of children with and without disabilities, using a statistically rigorous QoL 
index, ensures that we are able to ascertain differences in these QoL circumstances of children 
with disabilities that would have ordinarily been invisible if they were grouped with children 
without disabilities, thus providing evidence to support planning to achieve policy goals.   
 
4.2. Literature Review and Theoretical Framework 
4.2.1. Quality of Life as a Multidimensional Construct   
QoL, as a construct, encompasses objective and subjective measures of people’s living 
conditions (Ben-Arieh et al., 2014). Moreover, despite the synonymous use of wellbeing to 
describe QoL in the health sciences and economic literature (Bauer, 1966; Stiglitz et al., 2009), 
QoL infers a broader concept encompassing different types of wellbeing (e.g. material, 
subjective, educational) in the social sciences (Ben-Arieh et al., 2014). For children, QoL 
measures are centered around material wellbeing, educational wellbeing, housing, health and 
safety as well as the family and social environment, amongst others (Ben-Arieh et al., 2014; 




prominence across the lifespan of children since they provide prerequisites for a good QoL 
(Bradshaw et al., 2007; Wallander & Koot, 2016). The fact that QoL research in children is 
largely limited to Western cultures (Ben-Arieh et al., 2014; Henrich et al., 2010), demonstrates 
the dire need for this kind of research to be conducted in developing country contexts. In such 
contexts, as well as for children with disabilities, a careful construction of developmentally 
related QoL measures that are embedded in local realities is required (Camfield, 2004). It is 
perhaps owing to the complexities in considering the local realities that investigations into the 
aforementioned are scarce.  
 
Studies emanating from developed country contexts do however provide important 
understandings of the QoL of children with disabilities, which are often not included in 
quantitative measurements. An example comes from Canada that embeds the QoL of children 
with disabilities in three specific areas. Qualitative research identified these areas as (1) the 
child insofar as s/he is able to contribute to their own needs; (2) parental and family contexts 
through the contribution of resources and support; and (3) the broader environment (i.e. school, 
neighbourhood and community providing services that affect child wellbeing) (Renwick et al., 
2003). The overlap between these three areas produce three QoL dimensions, namely being, 
belonging and becoming in society (Renwick et al., 2003). ‘Being’ referred to a child’s identity 
as determined by how others perceive her/him while ‘belonging’ was the extent to which the 
child had access to a safe and secure environment. Finally, the element of ‘becoming’ referred 
to a child being nurtured for growth and development. Similarly, QoL research for children 
from the United States and Europe tended to place an emphasis on aspects such as a child’s 
place in the community and social participation (Bradshaw et al., 2007; European Union, 2015; 
Land et al., 2001; Mihai et al., 2018).  
 
In developing countries contexts, high levels of income poverty relating to disability present 
difficulties assessing the QoL of children with disabilities due to resource constraints. It is for 
this reason that studies in such contexts encompass indicators that tend to focus on poverty 
rather than QoL which is a multidimensional concept  (Ben-Arieh et al., 2014). Nevertheless, 
there are important lessons about what elements are covered in such indicators. Investigations 
focusing on children with disabilities in developing countries such as Darfur and Afghanistan 
(Trani et al., 2013; Trani & Cannings, 2013) include various individual (health, education, food 
security, access to water and economic and non-economic exploitation), household level 




(empowerment and social participation, care, love, physical safety). Although these studies 
investigate poverty rather than QoL, they are amongst the only multidimensional studies on 
children in developing countries that consider disability. They also demonstrate the value of 
creating indices that are country specific and clearly demonstrate that children with disabilities 
tend to experience higher levels of multidimensional deprivations in society compared to 
children without disabilities.  
 
4.2.2. Quality of Life and Child Disability   
The debates regarding the ways in which disability can shape QoL present conflicting findings 
as in some cases, disabilities have a negative effect on QoL in adults (Hosain et al., 2002) while 
in other instances, persons with disabilities report having a high QoL (Albrecht & Devlieger, 
1999). A high QoL was experienced by adults in developed countries who had access to basic 
services and material support and who were able to maintain a harmonious relationship 
between themselves and the social and environmental contexts in which they resided (Albrecht 
& Devlieger, 1999). By contrast, segregation, limited employment opportunities and 
discrimination in developing countries were associated with lower QoL (Hosain et al., 2002). 
  
For children with disabilities, studies into QoL often adopt a narrow focus pertaining 
specifically to chronic health conditions. Due to the focus on health conditions, disabilities are 
often seen to result in a diminished QoL for children since health conditions are known to 
negatively affect social and psychological wellbeing (Davidson et al., 2017; Longo et al., 
2017). However, as argued in Chapter 2, disability is not a health condition but rather disability 
arises out of an interaction between a health impairment and the environment. A more 
expansive notion of what disability means demands that we consider the social environment as 
a crucial aspect of QoL. Furthermore, since children’s development is shaped by the social 
environment, an analysis of the various dimensions pivotal to improving child wellbeing is also 
required (Ben-Arieh et al., 2014; Davidson et al., 2017).    
 
To try to encompass QoL dimensions beyond health, children’s levels of happiness, the 
potential to achieve quality friendships and maladaptive behaviour have been investigated in 
Canada. These relational dimensions of QoL for children with disabilities in Canada were 
found to be lower than in children without disabilities (Ncube et al., 2018). In terms of 




children were identified as predictive factors in children’s QoL but the research also called for 
the consideration of socioeconomic status and basic services in future QoL studies – issues that 
have particular relevance in developing contexts such as South Africa.  
 
Research in the United States of America, which included socioeconomic status as an aspect 
of QoL (Hoffman et al., 2006; Park et al., 2003), revealed that family interaction, material 
wellbeing and the emotional wellbeing of families were lower for families of children with 
disabilities. Interestingly, the results highlighted the fact that these patterns were observed 
predominantly in developed countries where the forced decision to live communally as a result 
of having to provide support for children with disabilities negatively affected QoL (Hoffman 
et al., 2006). In contrast, Montie (2011) revealed that in more recent years, American children 
with disabilities had improved access to inclusive experiences and that the communities in 
which they resided were able to provide a positive environment for development. Thus, 
children with disabilities reported a higher QoL than those without disabilities.     
 
In South Africa, the notion of extended families living communally is prominent since about a 
third of the population reside in extended family households. This way of living was found to 
result in families feeling less isolated, and enabled a sharing of care responsibilities for children 
(Department of Social Development, 2013). Yet, what is less clear is how living arrangements 
interact with other QoL indicators.  
 
Overall, the South African literature focusing on the QoL of children with disabilities is scarce. 
What we do know is drawn from studies that focus on single dimensions such as education, 
health or living conditions (DSD, DWCPD & UNICEF, 2012; Republic of South Africa, 1997). 
Drawing on these unidimensional studies, it appears that children with disabilities fare worse 
in several of the dimensions that are central to their wellbeing. For instance, children with 
disabilities are amongst the most stigmatised and marginalised South Africa (Ben-David & 
Nel, 2013). Furthermore, cultural beliefs that either position disability as an ancestral curse due 
to wrongdoing of a parent or as a gift from God (Chataika & McKenzie, 2013; Mathye & 
Eksteen, 2016) can contribute to marginalisation. Ben-David and Nel (2013) infer that because 
of marginalisation, children with disabilities experience a lack of resources in a multitude of 
dimensions such as education, care and basic services. The limited access to resources for 




2012)14 where 57% of children with disabilities lived in formal brick housing compared to 62% 
of children without disabilities. In addition, children with disabilities were less likely to be able 
to access piped water in a dwelling (54%) and flush toilets (39%) compared to children without 
disabilities (60% and 44%, respectively). In terms of health, children with disabilities were 
reported to be 2.5 times more likely to experience illness. The most in-depth comparative work 
has been done relating to education where a lack of inclusive education for children with 
disabilities has consistently drawn the attention of human rights activists (Human Rights 
Watch, 2016; Khumalo & Hodgson, 2017). Much of the literature in this regard focuses on the 
shortfalls within the education sphere. For instance, dropout rates in education were higher for 
children with disabilities (DSD, DWCPD & UNICEF, 2012). However, the living conditions 
of children and how these impact on their ability to attend school is often neglected.  
 
Taken together, these findings suggest that children with disabilities experienced a lower QoL. 
However, the research relied on an expanded list of indicators in relation to housing, water, 
electricity, sanitation, health and education – each measured separately – and therefore does 
not allow for a composite measurement of QoL between children with and without disabilities 
and over time. Returning to the policy relevance of this study, listing the indicators in this way 
suggests that children with disabilities require improved services in all the identified areas 
simultaneously. While this need may in fact be true, scarce resources at a country level would 
inhibit an effective response to these needs. Hence, identifying the most necessary services 
first, for a staggered response may enable a more effective response. Building on the previous 
point, the researchers recommended that more robust and comparable research be conducted 
into how children with disabilities fared compared to those without disabilities.  
 
Given the complexities that arise in South Africa and other developing countries pertaining to 
QoL, a suitable theoretical framework is needed. Increasingly, Sen’s Capabilities Approach 
(CA) is employed in developing country contexts to understand such complexities. 
 
4.2.3. A Capabilities Approach to Quality of Life and Disability Studies 
Sen’s CA is one of the most influential QoL theories to date concerning itself with the multiple 
dimensions that contribute to welfare (Sen, 1985, 2003, 2009). We see this framework being 
 
14 Despite its use of inconsistent criteria to measure childhood disability, this study is the only national level 




used in research on children with disabilities in Afghanistan and Darfur (Trani et al., 2011, 
2013; Trani & Cannings, 2013). As such, investigations into children’s care, health, education 
and certain economic factors that shaped their QoL could be undertaken. Where these social 
and economic factors serve as barriers to development, we are able to address what is termed 
‘unfreedoms’ as they are associated with a diminished QoL (Graham & Ross, 2016; Robeyns, 
2017). 
 
The CA also provides an appropriate framework for understanding disability. Historically, 
disability has been investigated from the biomedical model, the social model and International 
Classification of Functioning, Disability and Health (ICF). Yet each of these frameworks 
presents with shortfalls given the limited scope in which disability is understood. The 
biomedical model for instance views disability as a deviation from the physical norm 
(Amundson, 2000; Pfeiffer, 2001) and classifies people purely with a biological condition 
(Watermeyer et al., 2006). By contrast, the social model argues that persons with disabilities 
are differently abled and that it is only social, economic and political barriers that create 
disabilities. Lastly, the ICF focuses specifically on the intersection between a person’s body 
functions, activities and participation while failing to recognise aspects such as agency and 
resources (Mitra, 2018; World Health Organisation, 2011). The CA is being adopted globally 
in disability studies, given its potential to encompass the ICF and further make links to social 
justice (Braithwaite & Mont, 2009; Burchardt, 2004; Graham et al., 2014; Mitra, 2018; Trani 
et al., 2011). Understanding disability from the CA enables us to engage with notions of 
disability in terms of capability deprivations (what people can achieve) and limited 
functionings (what people have achieved). More specifically, the CA enables an understanding 
of how disability interacts with various social, economic and political environments to impact 
QoL (Braithwaite & Mont, 2009; Burchardt, 2004; Graham et al., 2014; Mitra, 2018; Trani et 
al., 2011). Yet, despite its versatility, the application of the CA to research on children (Comin 
et al., 2011) and children with disabilities (Trani et al., 2011) has been limited.  
 
In this study, the CA was applied to an investigation on the QoL of children in South Africa on 
the basis of disability. When we view children with disabilities through the CA, our thinking 
shifts away from children’s basic survival needs toward enlarging children’s capabilities to 
enable them to lead the life they choose to lead and value or to develop optimally. This 




(and especially those with disabilities), thus increasing the likelihood that they will achieve a 
level of functioning that is required for their optimal development.  
 
4.3. Methodology 
The comparison of QoL between children with and without disabilities is done using the indices 
for all children that were developed in Chapter 3. The methodology used to develop the 
multidimensional index is fully described in the aforementioned chapter. In this section the 
methodology for the comparative analysis, and importantly how the demographic factors shape 
QoL, is described.  
 
4.3.1. Data Source and Variables  
This study made use of the 2011 and 2016 waves of the South African General Household 
Survey (GHS; Statistics South Africa, 2012, 2017a) to compare the multidimensional QoL of 
children with and without disabilities by way of a composite index. A five-year interval was 
favoured as an adequate period in which changes in QoL could be detected at the two points in 
time since no policy amendments had occurred between the two waves of data collection (Bray 
& Dawes, 2007). These are the two datasets that were used to develop the QoL indices, since 
the GHS contains information pertaining to housing, health and social development, income, 
education, access to services, food security and agriculture (Statistics South Africa, 2017b). It 
thus enabled the development of a multidimensional index for QoL (Ben-Arieh et al., 2014; 
Wallander & Koot, 2016). Furthermore, the GHS is the only annual dataset in South Africa to 
include the Washington Group Questions on Disability Statistics which is a battery of questions 
used to identify disability (Madans et al., 2011). In the 2011 dataset, there were 25 007 children 
of which 1 620 had a disability. In 2016, 1 247 of the 18 726 children had a disability. The 
approaches taken to calculate disability and QoL in this study are described next.  
 
The two variables used in this chapter are disability and QoL. Disability is operationalised 
using the abovementioned Washington Group Questions on Disability Statistics. As discussed 
fully in Chapter 3, an adaptation to the measurement of disability in children was made as the 
inclusion of the self-care domain inflated the prevalence of children with disabilities in the 5-
to-7-year age group, who typically do need more self-care support regardless of disability. 
Excluding the self-care domain corrected for this inflation and did not affect the prevalence 
figures for older age cohorts. Following the method used by Mitra (2018), a dummy variable 




difficulty across any of the domains. ‘Disability’ was identified based on whether (2) Some 
difficulty or (3) A lot of difficulty or (4) Cannot do at all for one or more domains was reported.  
 
QoL was measured using the multidimensional indices developed (as described in Chapter 3) 
and includes several components namely Access to Services, Food Access, Income, Assets, 
Education, and Care Resources. The index was created using Categorical Principal Component 
Analysis (CATPCA) and the method of Nicoletti et al. (2000) to weight and construct a 
composite QoL indices. These indices were created due to the need for differentially weighted 
indices for South African children that can reflect the importance of one indicator over another 
within a specific QoL dimension when investigating their multidimensional wellbeing (OECD, 
2008). 
 
The final dimensions and indicators that encompass QoL in the indices, as well as their 




Table 4.1: QoL Index Summary for all South African Children 
Dimension 
Weighting in 
composite index Indicators 
Weighting within 
dimension 




Drinking water on the 
premises 
0.25 0.26 
Sanitation 0.27 0.29 
Fuel for cooking 0.20 0.16 
Refuse removal 0.28 0.29 
Food Access 18.6 18.4 
Child hunger in the past 
12 months 
0.31 0.31 
Run out of money to buy 
food 
0.34 0.35 
Smaller variety of food 0.34 0.34 
Income 12.8 13.0 
Social grant receipt 0.32 0.31 
Household expenditure 0.33 0.35 
Household income 0.34 0.35 
Assets 12.0 12.2 
Television 0.35 0.37 
Refrigerator 0.35 0.36 
Radio 0.31 0.27 
Education 10.0 10.5 
Correct education for age 0.41 0.41 
School attendance 0.21 0.21 
Literacy 0.38 0.38 
Care Resources 9.2 9.5 
Adult relative in 
household 
0.23 0.33 
Mother in household 0.40 0.33 
Father in household 0.37 0.35 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
The QoL indices measure values on a scale of continuous scale of 0 (lowest QoL) to 100 
(highest QoL).  
 
4.3.2. Analysis  
In order to assess whether the QoL of children with and without disabilities differed at the two 
points in time, t-tests were conducted. T-tests are the most suitable method for using the mean 
and standard deviations of two samples (children with and without disabilities) for comparison 



















?̅?1 = mean of the first set of values 
?̅?2 = mean of the second set of values 
s1 = standard deviation of the first set of values 
s2 = standard deviation of the second set of values 
n1 = total number of values in first set 
n2 = total number of values in second set 
 
Where differences existed in the mean scores of QoL, the effect size statistic (Cohen’s d) was 
also calculated as a measure of the magnitude of the differences (Cohen, 1988; Tabachnick & 
Fidell, 2007). Cohen’s d was calculated using the following formula:  
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To determine which components explained the most variance in QoL for children with and 
without disabilities, additional CATPCA’s were conducted for each group of children at the 
two points in time. 
 
In South Africa, comparisons are also important across such as gender, racial groups and age 
groups of children (Omotoso et al., 2019) by disability status. Where comparisons were 
required between two groups (such as gender), t-tests were used to compare children with 
disabilities and then children without disabilities. However, where three or more groups existed 
(such as for race or age groups), an analysis of variance (ANOVA) was employed for the 
comparison of multiple means. The effect size of significant differences were also calculated 
using eta squared15 (Pallant, 2010).  Furthermore, Bonferroni post hoc tests were conducted to 
determine between group differences in QoL scores.  
 
 
15 Eta squared determines the effect size of differences between groups and is calculated by the sum of squares 





4.4.1. Profile of Study Participants 
The analysis of the GHS in this study revealed a disability prevalence of 6.5% in 2011 and 
6.7% in 2016 (Table 4.2), remaining fairly constant at the two points in time.  
 
Table 4.2: Disability Prevalence in South African Children 
Disability Status 
2011 2016 
N % N % 
No disability  23 387 93.5 17 476 93.3 
Disability 1 620 6.5 1 247 6.7 
Total 25 007 100 18 726 100 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
The disability prevalence in this study was slightly lower than the national prevalence rate of 
7.5% calculated for those between the ages of 5 and 18 years old (Department of Social 
Development, 2016). This slightly lower prevalence may be attributed to the self-care domain 
being excluded in the calculations of disability prevalence in this study (Section 4.3.1). Because 
household surveys in South Africa are largely conducted in private residences, it is important 
to note that the prevalence of childhood disabilities excludes those who live in residential care 
and boarding facilities at schools (Department of Social Development, 2016).  
 
Table 4.3 represents the gender and race profile of children with and without disabilities in 
both waves of the data.  
 












N (%) N (%) N (%) N (%) 
Gender Male  838 (51.7) 11 748 (50.2) 604 (48.4) 8 875 (50.8) 
Female  782 (48.3) 11 639 (49.8) 643 (51.6) 8 604 (49.2) 
Race 
Group 
Black African 1 407 (86.9) 19 855 (84.9) 1 090 (87.4) 15 153 (86.7) 
Coloured16 141 (8.7) 2 377 (10.2) 97 (7.8) 1 611 (9.2) 
Indian/Asian 18 (1.1) 364 (1.6) 15 (1.2) 193 (1.1) 
White 54 (3.3) 791 (3.4) 45 (3.6) 522 (3.0) 
Source: Author’s calculations based on 2011 and 2016 GHS  
 




There was a fairly even gender distribution across both cohorts of children. In 2011, 
approximately 51.7% of children with disabilities and 50.2% of children without disabilities 
were male. The remaining 48.3% of children with disabilities and 49.8% of children without 
disabilities were female. Similarly, 2016 saw 50.8% of male children and 49.2% of female 
children without disabilities. Furthermore, 48.4% of male children and 51.6% of female 
children had a disability. These statistics are in line with the gender distribution of children in 
South Africa which exhibits a similar number of male and female children in the population as 
a whole (Statistics South Africa, 2019b).  
 
In line with country level statistics (Statistics South Africa, 2019b), the majority of children in 
this study (87%) were Black African. This percentage translated into most children with 
disabilities (86.9% and 87.4% in 2011 and 2016, respectively) belonging to the Black African 
race group. Coloured children represented approximately 9% of children with disabilities, 
White children approximately 3% and Indian/Asians approximately 1% of children with 
disabilities in both waves of data. 
 
 
Figure 4.1: Age Profile of Children by Disability Status in the 2011 and 2016 GHS  
Source: Author’s calculations based on 2011 and 2016 GHS  
 
For ease of reporting on the age of children, the Centre for Disease Control (Centres for Disease 
Control [CDC], 2019) categorisations based on children’s developmental milestones were used 
(Figure 4.1) . Children aged 5-8 years were considered to be part of the younger middle 






































and children aged 13-17 years were adolescent. As previously indicated, younger children 
appeared to have a higher disability prevalence in relation to the Washington Group questions. 
However, the percentages presented in this study are a more accurate reflection than studies 
where the self-care domain was included in the calculations to identify child disability for the 
reasons provided in Chapter 3 (Statistics South Africa, 2014a).  
 
4.4.2. Quality of Life Scores and Disability 
The average QoL scores for children in 2011 and 2016 (based on their disability status) are 
represented in Figure 4.2. 
 
 
Figure 4.2: Average QoL Scores for Children by Disability Status in the 2011 and 2016 GHS  
Source: Author’s calculations based on 2011 and 2016 GHS  
 
The average QoL score was lower for children with disabilities compared to children without 
disabilities at the two points in time. In 2011, the QoL of children without disabilities (?̅?=80.6, 
SD=10.7) significantly differed from those with disabilities (?̅?=79.9, SD=10.4), t (15 645) = 
2.23, p<0.05, d=0.07. However, despite the difference in QoL scores, the effect size was 
relatively small17 using Cohen’s d (Cohen, 1988).  
 
In 2016, QoL of children without disabilities (?̅?=82.0 SD=10.2) was only marginally higher 
than those with disabilities (?̅?=81.5, SD=9.9), t (11757) = 1.317, p>0.05. Furthermore, the 
difference was not statistically significant.  
 
 
17 Cohen (1988) suggested that d<0.1 be considered ‘very small’, 0.2 be considered a 'small' effect size, 0.5 
represents a 'moderate' effect size and 0.8 a 'large' effect size 


























Importantly we saw an overall trend of improvement in QoL for both groups. Although we 
cannot strictly compare QoL across the two time points due to the indices being constructed 
using different weightings for the dimensions of QoL, there may be a trend towards 
improvement. Importantly, for the purposes of tracking these trends in QoL over time, it is 
essential that the effect size - albeit very small in 2011 - be calculated. Small effect sizes, 
according to Tabachnick and Fidell (2007), have the potential to amplify either in positive or 
negative ways. For this reason, they are central to our understanding of social progress. The 
trends in QoL could be a reflection of the fact that income poverty for children decreased in 
South Africa between 2011 and 2016 (Children’s Institute, 2020). These overall improvements 
may explain why there was no significant difference in the average QoL scores for children 
with and without disabilities in 2016 but more in-depth investigation is required if this 
conclusion is to be made. Since children with disabilities are considered a homogenous group 
in this chapter, more nuanced analysis that considers the types of children’s disabilities as well 
as the severities thereof is needed. This type of analysis is undertaken in Chapter 5.  
 
In this chapter however, further analysis is required pertaining to the multidimensional QoL 
dimensions that explained the most variance in QoL for each group of children at the two points 
in time. For this reason, CATPCA’s were conducted separately for children with and without 































































21.4 10.8 8.2 7.5 6.3 5.7 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
Overall, the order of extracted dimensions explaining QoL were fairly constant over the 2011 
and 2016 surveys for all children. Yet, a slight shift in dimensions was evident for the 2016 
group of children with disabilities. For this specific group of children, it was noted that the 
dimensions of “Food Access” and “Income” changed order when compared to children without 
disabilities. This specific finding would have been masked if the data were not disaggregated 
by child disability. Furthermore, the fact that “Income” explained a greater proportion than 
“Food Access” may explain why there was no significant differences in the QoL of children 
with and without disabilities in 2016. This finding has important policy implications. Notably, 
for all groups of children in 2011 and 2016, “Access to Services” was the most important 
dimension of QoL in the data, indicating that “Drinking water on the premises”, “Sanitation”, 
Fuel for cooking” and “Refuse removal” were most important within these groups of children. 
This finding is in line with other QoL research on the South African adult population (Greyling 
& Tregenna, 2017). In terms of the second component, “Income” was more prominent for 
children with disabilities in 2016 compared to children without disabilities where “Food 




income support to be made available in households where children with disabilities reside 
whereas access to food is a more immediate need in households where children without 
disabilities reside. This finding is possibly attributed to the fact that the higher-value Care 
Dependency Grant provided more food security than the Child Support Grant.    
 
It is also necessary to analyse the average scores on each QoL dimension with consideration of 
childhood disability. The rationale for this approach is because it is often contended that a 
shortcoming of indexation is that it disguises nuances in certain dimensions (OECD, 2008; 
Saisana & Tarantola, 2009). Therefore, in order to achieve an adequate understanding of each 







Figure 4.3: Average Scores per QoL Dimension for Children by Disability Status in the 2011 
and 2016 GHS  
Source: Author’s calculations based on 2011 and 2016 GHS  
 
Figure 4.3 unveils some interesting findings in relation to QoL dimensions. In terms of access 
to services, children with disabilities appear to have fairly similar levels of access in both 2011 
and 2016. This finding contradicts previous South African research (DSD, DWCPD & 
UNICEF, 2012). We see that in 2011, food access was lower for children with disabilities 
compared to those without. Yet in 2016, there was equal access to food for children with and 
without disabilities. In terms of income, and in line with a decrease in income poverty, all 
children lived in houses with higher levels of income in 2016. Interestingly though, the 2016 
cohort of children appeared to have a slightly lower number of assets compared to children in 
2011. Education, on the other hand, has always been and remains a contested issue in relation 
to children with disabilities (DSD, DWCPD & UNICEF, 2012; Human Rights Watch, 2016). 


















































non-disabled counterparts. Lastly, all children in South Africa appeared to have fairly 
consistent care resources in terms of their own parents or other adult relatives in their 
households who could care for them. However, the data presented in this section suggest that 
disability had small effects on the magnitude of the differences of QoL in children.  
 
If one were to try to interpret the fact that there was little difference between the wellbeing 
dimensions of children with and without disabilities within the South African context, it is 
important to consider that historical racial divisions and possibly gender are capable of playing 
a more prominent role in QoL than disabilities. These were certainly the findings of a national 
level study of adults with disabilities in South Africa (Graham et al., 2014). The role that 
demographic aspects such as gender, race and age play is now considered.  
 
4.4.3. Quality of Life Scores and Demographic Factors  
Research on adults with disabilities in South Africa revealed that disability intersected with the 
gender, age and race of individuals to affect QoL (Graham & Ross, 2016). In this section, the 
QoL index is analysed in relation to disability as well as demographic factors to ascertain if the 
QoL of children with disabilities differs amongst these groups.   
 






























1.98 10 984 0.048 0.38 0.19 0.02 
Source: Author’s calculations based on 2011 and 2016 GHS 
Note: Cohen’s d is only calculated for statistically significant results 
 
Gender was the first demographic characteristic of interest. In 2011, no significant differences 




however, female children without disabilities (?̅?=82.2, SD=10.1) had a significantly higher 
QoL compared to male children without disabilities (?̅?=81.8, SD=10.3), t (10 984) = 1.98, 
p<0.05, d=0.02. Similarly, the QoL of female children with disabilities (?̅?=82.1, SD=9.6) was 
significantly higher than male children with disabilities (?̅?=80.8, SD=10.1), t (771) = 1.8, 
p<0.10, d=0.19. The effect size of these differences was relatively small. Patterns of gender 
differences for children with disabilities are also evident in other developing countries but 
usually favour male children (Trani et al., 2013; Trani & Cannings, 2013). Furthermore, South 
African research conducted in relation to adults with disabilities demonstrates that in some 
instances, women with disabilities are more likely to experience a higher level of inequalities 
in relation to education and income (Graham et al., 2014; Moodley & Graham, 2015). The fact 
that female children experienced a higher QoL is therefore counterintuitive and requires further 
investigation.   
 
Table 4.6: Average QoL of Children based on Age and Race by Disability Status 
 2011 2016 
 N Mean SD N Mean SD 
Age  
Disability 
5-8 years  772 78.1 10.3 642 79.9 9.8 
9-12 years  387 81.2 10.0 281 83.2 9.0 
13-17 years  461 82.5 10.4 324 83.7 10.0 
No Disability 
5-8 years  6 975 79.4 10.7 5 586 80.8 10.2 
9-12 years 6 880 81.2 10.7 5 657 82.6 10.2 
13-17 years 9 532 81.2 10.7 6 236 82.7 10.1 
Race  
Disability 
Black African  1 407 78.3 10.2 1 090 80.5 9.8 
Coloured  141 86.1 7.1 97 86.8 6.9 
Indian/Asian 18 92.6 3.7 15 93.7 3.9 
White 54 92.4 3.5 45 92.9 2.6 
No Disability 
Black African  19 855 78.6 10.4 15 153 80.6 10.1 
Coloured  2 377 88.1 6.9 1 611 89.1 6.5 
Indian/Asian 364 93.0 3.4 193 92.8 4.8 
White 791 92.8 3.3 522 93.1 3.8 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
In relation to age, significant differences were witnessed in 2011 for children without 
disabilities (F (2, 14 612) = 33.9, p=0.000). Eta squared18 was 0.006 revealing a very small 
effect size. The Bonferroni post hoc analysis revealed that children aged 5-8 years old (?̅?=79.4, 
 
18 According to Pallant (2010), a small effect is represented by 0.01; a moderate effect size by 0.059 and a large 




SD=10.7) had significantly lower QoL scores than children aged 9-12 years (?̅?=81.2, SD=10.7) 
and children who were 13-17 years (?̅?=81.2, SD=10.7). Similarly, significant differences were 
evident for children with disabilities (F (2, 1029) = 16.1, p=0.000), with eta squared 
representing a small effect size (0.03). Children aged 5-8 years (?̅?=78.1, SD=10.3) again had 
significantly lower QoL scores than children aged 9-12 years (?̅?=81.2, SD=10.0) and children 
who were 13-17 years (?̅?=82.5, SD=10.4).  
 
Significant differences in the 2016 cohort of children were also evident in QoL of children 
without disabilities (F (2, 10 983) = 29.9, p=0.000). Eta squared was again, very small (0.008). 
Similar to 2011, children aged 5-8 years in 2016 (?̅?=80.8, SD=10.2) had significantly lower 
QoL scores than children aged 9-12 years (?̅?=82.6, SD=10.2) and children who were 13-17 
years (?̅?=82.7, SD=10.1). For children with disabilities (F (2, 770) = 11.8, p=0.000), significant 
differences with eta squared representing a small effect size (0.03) were found. Children aged 
5-8 years (?̅?=79.9, SD=9.8) again had significantly lower QoL scores than children aged 9-12 
years (?̅?=83.2, SD=9.0) and children who were aged 13-17 years  (?̅?=83.7, SD=10.0). 
 
It is likely that as children with disabilities get older, they are able to develop some sort of 
autonomy in relation to certain QoL indicators such as attending school for instance (DSD, 
DWCPD & UNICEF, 2012). However, it is also important to ascertain how the resources 
available to children impact their QoL at different ages since the same pattern of lower QoL 
for younger children was observed at both points in time. Therefore, this area of investigation 
is described in Chapter 6 of this study.  
 
Lastly, the differences in QoL scores were investigated pertaining to the race groups of 
children. In this regard, the 2011 results revealed that significant differences were evident in 
QoL of children without disabilities (F (3, 14 611) = 1001.6, p=0.000), with a large effect size 
(eta squared = 0.17). In this group of children, we note that Black African children (?̅?=78.6, 
SD=10.4) had significantly lower QoL scores than Coloured children (?̅?=88.1, SD=6.9), 
Indian/Asian children (?̅?=93.0, SD=3.4) and White children (?̅?=92.8, SD=3.3). Similarly, 
significant differences with a large effect size were experienced for children with disabilities 
on the basis of race (F (3, 1 028) = 54.1, p=0.000, eta squared = 0.13). Again, Black African 




(?̅?=86.1, SD=7.1), Indian/Asian children (?̅?=92.6, SD=3.7) and White children (?̅?=92.4, 
SD=3.5). 
 
We see that the same trends held in the 2016 data for children without disabilities (F (3, 10 
982) = 476.5, p=0.000), albeit with a moderate effect size (eta squared = 0.11). In this group 
of children, we note that Black African children (?̅?=80.6, SD=10.1) remained the population 
with significantly lower QoL scores compared to Coloured children (?̅?=89.1, SD=6.5), 
Indian/Asian children (?̅?=92.8, SD=4.8) and White children (?̅?=93.1, SD=3.8). The same 
pattern also repeated itself for children with disabilities (F (3, 769) = 24.9, p=0.000, eta 
squared = 0.08). Again, Black African children (?̅?=80.5, SD=9.8) experienced the lowest QoL 
levels compared to Coloured children (?̅?=86.8, SD=6.9), Indian/Asian children (?̅?=93.7, 
SD=3.9) and White children (?̅?=92.9, SD=2.6).  
 
The findings on race demonstrate that South Africa still experiences high levels of inequalities 
which is a result of the legacy of apartheid (National Planning Commission, 2020). In this 
study, it is clear that children bear the burden of these inequalities as is evidenced in the lower 
QoL of Black African children, irrespective of their disability status. What is promising 
however, is that there is a shift in terms of the effect size of race wherein it is noted that race 
played a moderate role in determining QoL for children in 2016 yet it played a large role in the 
2011 cohort of children. This finding suggests that there were steady improvements in 
promoting QoL for all children and that racial inequalities in how QoL is experienced are 
slowly being reduced. This change seemingly also had positive effects for children with 
disabilities.   
 
4.5. Discussion and Conclusion 
In developing country contexts, QoL research for children that disaggregates data by childhood 
disability is scarce. To address this gap, the newly constructed QoL indices for children in 
South Africa, described in Chapter 3, were used to assess the QoL status of children with and 
without disabilities. The QoL index is the first multidimensional index that pertains to children 
and allows for differentiation on the basis of disability.  
 
The results of this chapter demonstrate that QoL scores for children with disabilities lagged 




was significant with a small effect size in 2011 and insignificant in 2016 suggesting a closing 
gap in terms of QoL disparities between children with and without disabilities over time. 
Through the lens of the CA, this finding suggests that improved children’s capabilities 
(opportunities), have enabled them to achieve functionings that may support their optimal 
development (Comim et al., 2011). This finding in itself is  novel, generating empirical data to 
support what we know anecdotally. The suggested improvement over time is promising and 
also presents new evidence to suggest that policy instruments are beginning to slowly improve 
the lives of children with disabilities.  
 
It is also important to understand the interplay of how different dimensions of wellbeing 
interact and which are of greater importance for children with and without disabilities. 
Recognition of these dimensions was also achieved in this chapter and the implications point 
towards more policy focus and prioritisation. The individual CATPCA’s demonstrated a 
consistent finding that access to services emerged as the most important dimension of QoL 
between children with and without disabilities at the two points in time. This finding confirmed 
other South African studies that demonstrate the need for basic services to remain a priority for 
all citizens (DSD, DWCPD & UNICEF, 2012; Graham & Ross, 2016; Greyling & Tregenna, 
2017; Møller, 2013; Suich et al., 2020), including children with disabilities. An analysis of 
access to basic services is particularly pertinent in developing countries and specifically South 
Africa where intergenerational racial inequalities and service access linger in society due to the 
ongoing legacy of apartheid. Food access emerged as the second most important component, 
followed by income access. This finding was true for children with and without disabilities. 
While these are the dimensions that contribute most to QoL, education, assets and care are 
nevertheless crucial, together explaining approximately 20% of the total QoL for both children 
with and without disabilities. This finding illustrates the importance of attending to all of these 
aspects to improve children’s capabilities and functionings.  
 
While the order of the domains was the same for children with and without disabilities in 2011 
there was a noticeable shift in the 2016 data. While for both groups service access remained 
the most important component, for children with disabilities income became more important 
than food access. For children without disabilities food access remained the second most 
important domain. This finding has two important implications. First, that the disaggregation 
of child data by disability is vital in understanding QoL since the circumstances of children 




income varying considerably more for households in which children with disabilities resided 
in 2016, it is necessary to focus on ways to prioritise income support to these households. One 
way of achieving this goal in the South African context is to improve access to the Care 
Dependency Grant. The recommendation for support to improve access is based on previous 
research, which cited unclear eligibility criteria for the effective uptake of this specific grant 
(UNICEF, 2016).  
 
 
Figure 4.4: Extracted Components for QoL of Children by Disability Status in the 2011 and 
2016 GHS 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
Education, is a dimension used in the QoL index which is also an important predictor of future 
QoL (Sen, 2003). This dimension explained quite a low percentage of the QoL scores across 
all children in different waves of the data. However, an analysis of the average scores on the 
QoL dimensions by child disability revealed that children with disabilities lagged behind 
children without disabilities most prominently in the education dimension. The implications of 
this finding also mirrors previous work in South Africa calling for the expansion of inclusive 




experience several barriers to education, including inadequate teacher training, a lack of 
understanding of childhood disability and neglect which negatively affects children’s progress 
through the education system (Human Rights Watch, 2016). Furthermore, debates of 
mainstream versus special needs education further complicate the environment where children 
with disabilities are in education. All of these factors and the lack of comprehensive data on 
inclusive education targets results in poor knowledge of the education capabilities of children 
with disabilities. Hence, there is a need to track the educational developments of children with 
disabilities by way of population surveys so that an accurate reflection of whether the 
educational capabilities of children with disabilities are expanding can be recorded.   
 
In addition to childhood disability, an analysis of QoL was also conducted taking children’s 
characteristics such as gender, age, and race into account. Such analyses are pertinent since 
child deprivation is entrenched in the country’s past policies of apartheid (Omotoso et al., 
2019). We saw certain differences and similarities relating to the trends in QoL for children 
with and without disabilities in 2011 and 2016 as it related to the aforementioned demographic 
characteristics. In terms of the differences, there were no significant differences in the QoL of 
children in 2011 based on gender. Significant differences in children’s QoL, however, were 
evident in 2016. In adults with disabilities, we see that Black African women with disabilities 
are often least likely to enter employment or education in South Africa (Moodley & Graham, 
2015). Hence, the fact that girls experience a higher QoL than boys irrespective of their 
disability status is counterintuitive but requires further investigation to ensure that boys do not 
continue to lag behind girls.  
 
Similarities were noted when children’s QoL was analysed relative to their age groups. The 
data revealed that older children experienced higher QoL levels than younger children at both 
points in time. Cronin and Mandich (2015) infer that as children age, the capability of 
caregivers increases resulting in children being well, which may explain these results. In the 
context of multidimensional QoL, it is also possible that in some cases children with disabilities 
require less care resources as they get older, enabling some caregivers to return to employment 
which would result in households attaining a higher income.  
 
Lastly, it is clear that racial inequalities are still rampant in the South African society. Black 
African children still score the lowest in terms of QoL when compared to other race groups. It 




moderate in 2016. Yet, the continual stream of research pointing to the Black African race 
group experiencing the lowest QoL in South Africa (Greyling & Tregenna, 2017; Møller, 2013; 
Omotoso et al., 2019; Suich et al., 2020) remains a concern. In adults with disabilities, we 
usually see that race and disability play larger roles in the restricted capabilities of individuals 
to result in a lower QoL (Graham et al., 2014; Graham & Ross, 2016; Statistics South Africa, 
2014a); however for Black African children, the effects of disability on QoL are minimal with 
race playing a larger role in determining QoL. This finding suggests that service provision 
aimed at children with disabilities may be beginning to shift outcomes positively. However, 
there is a need to continue monitoring the situation over time to ensure that these trends are 
sustained and improved further.       
 
A limitation to this research pertains to a lack of data on the age of onset relating to childhood 
disability. Depending on the age of onset, certain aspects of QoL would be impacted 
differently. For example, if the age of onset of disability were later, children would have already 
successfully reached higher levels of education. Due to its impact on QoL, future research 
including the age of onset is recommended.   
 
Lastly, the results in this chapter are delimited to the variables outlined in the data analysis 
section. I engage with the types and severities of disabilities in a standalone chapter (Chapter 
5). Importantly, I also note that a child residing in urban or rural area (Omotoso et al., 2019) as 
well as the education levels of the mother (Comim et al., 2011), amongst others, are important 
predictors of QoL. These elements are external to a child and from a CA lens, are representative 
of social and environmental conversion factors (Robeyns, 2017). These elements are also 
investigated in a standalone chapter (Chapter 6). Lastly, this research does not engage with 
notions of subjective wellbeing and other factors such as cultural beliefs that are best 
considered through qualitative research. 
 
Despite these limitations and delimitations, this chapter yields rich data that have important 
implications for public policy and future research. In terms of public policy, it is paramount 
that the access to basic services (water, electricity, sanitation and refuse removal) of all South 
African children remains an ongoing priority with a specific focus on policy implementation 
as a means through which children’s capabilities can be expanded. Importantly, focus needs to 
be on addressing backlogs in service provision in poorer areas, where larger numbers of Black 




which children with disabilities reside, income support emerged as an area that required 
prioritisation. This type of support is particularly important in consideration of the additional 
costs of living with a disability (Dubois & Trani, 2009). In South Africa, mechanisms such as 
the Care Dependency Grant are in existence yet the reach could be improved by making the 
eligibility criteria clearer. For children without disabilities, a focus on food access is also of 
utmost importance especially since this aspect is known to be a mediating factor in improving 
child wellbeing (Patel, et al., 2017).  
 
Recommendations for future research cover four aspects. Two of these aspects are not 
measurable in the national level data used in this study. The first relates to hearing the voices 
of children with disabilities as it pertains to the quality of the lives they live. To achieve this 
goal, qualitative research, which enables children to express their needs, is recommended. A 
second recommended study would be to ascertain how QoL is shaped by the age of onset of 
childhood disability. The third area of research, that is engaged with later in this study relates 
to QoL based on children’s types and severities of disabilities. Fourth, an analysis of the 
resources or conversion factors that shape the QoL of children with disabilities in South Africa 
is required. This area is also interrogated later in this study. 
 
In conclusion, engaging with children’s multidimensional QoL, is an area which is under-
researched in South Africa despite it being a useful mechanism through which policy 
implementation can be informed based on the different demographics of children. The results 
of this chapter revealed that the QoL of children with disabilities lagged behind those without 
disabilities in both 2011 and 2016. However, it is promising to see that the effects of disability 
on QoL were no longer statistically significant in 2016. It is however concerning that race 
continues to play such a stark role in explaining QoL. This finding suggests the need for 
continued redistributive efforts in relation to service delivery. The study points to how 
horizontal inequalities – that is inequalities between groups such as by disability or by race – 
continue to play out (Plagerson, 2018). For this reason, the importance of monitoring QoL 
progress for all children – and to disaggregate monitoring data by disability and other 
demographic markers is highlighted – so as to ensure that we are closing historical inequalities 








Research on the quality of life (QoL) of children with disabilities has received limited attention 
in both developed and developing country contexts. While there is some literature on QoL 
amongst adults with disabilities that takes into account type and severity of disability, in 
research on QoL amongst children with disabilities there is very limited accounting for 
heterogeneity of disability. There has been no study conducted in South Africa that has 
measured multidimensional QoL amongst children with disabilities and accounted for how 
severity and type of disability shapes this outcome. In 2009, South African researchers reported 
that no efforts were made to track how children with different types of disabilities progress in 
society (Department of Social Development, 2009), yet over a decade later, there are still no 
comprehensive studies that have sought to fill this gap. 
 
South Africa is an ideal context in which to assess QoL in relation to severity and type of 
disability; as well as to understand how other aspects of inequality shape QoL. The country has 
an excellent data source in the GHS that allows for the measurement of disability. This same 
data source also provides comprehensive information on various dimensions of QoL as well as 
demographic factors. Furthermore, in South Africa, it is recognised that historical power 
dynamics, social exclusions and prejudice towards persons with disabilities has negatively 
influenced their wellbeing (Department of Social Development, 2016). Additionally, the racial 
policies of apartheid as well as the patriarchal nature of society (Bond, 2010) have translated 
into Black African persons with disabilities and women with disabilities experiencing high 
levels of exclusion, which are still present in society (Department of Social Development, 
2016; Moodley, 2019; Moodley & Graham, 2015; Statistics South Africa, 2014a). Taken 
together, these features provide an ideal context in which to understand how QoL is shaped by 
type and severity of disability as well as demographic factors for children with disabilities.   
 
In Chapter 4, an analysis of the South African General Household Survey (GHS) demonstrated 
that the QoL of children with disabilities was lower than those without disabilities in both 2011 
and 2016, yet it is promising that the difference was not significant in 2016. However, disability 
cannot be understood as homogenous since each child may experience a different type and 




heterogeneity in disability has any bearing on children’s multidimensional QoL, this chapter 
had two aims. First was to apply the newly constructed indices for children with disabilities 
(constructed in Chapter 3) to compare their multidimensional QoL based on the severity of 
disability they experienced. Related to this aim, the chapter’s additional objectives were to 
identify the dimensions that had the greatest bearing on QoL for children with different 
severities of disabilities and to ascertain how race, gender (as historical elements of 
discrimination in South Africa) as well as age interact with severity of disability to affect QoL 
at the two points in time. The second aim of the chapter was to compare the multidimensional 
QoL of children based on the type of disability they experienced. From this aim emerged the 
objectives of revealing which dimensions had the greatest bearing on QoL for children with 
different types of disabilities and to consider how race, gender and age, interact with child 
disability to affect QoL at the two points in time. In order to contextualise the importance of 
these contributions, an understanding of QoL and the literature relating to QoL and 
heterogeneity in child disability is required.  
 
5.2. A Brief Overview of the South African Context and Children with Disabilities 
Since the dawn of democracy, protection of the rights of children with disabilities has been a 
priority in South Africa. Various policies have therefore made provisions for the equity and 
full participation of children with disabilities in society (Department of Basic Education, 2001; 
Department of Social Development, 2009, 2016; Republic of South Africa, 2005). Such 
legislation also aims to overcome the historical systematic underfunding and racial disparities 
in service provision for children with disabilities during apartheid South Africa (Department 
of Social Development, 2009, 2016). 
 
Hence, in terms of South Africa’s Social Assistance Act (Republic of South Africa, 2004), 
mechanisms such as the Care Dependency Grant19 or the Child Support Grant20 are geared 
towards safeguarding the wellbeing of children, including those with disabilities by providing 
poor families the means to improve the standards of living for children. Further, enshrined in 
the Bill of Rights of the Constitution of the Republic of South Africa of 1996 (Department of 
Justice, 1996) and the White Paper on the Rights of Persons with Disabilities (Department of 
 
19 A means-tested monthly cash transfer provided to caregivers of children with severe disabilities who require 
full time care. The grant is just over US$110 and is provided to children who have a medically verified disability.   
20 A means-tested monthly cash transfer provided to caregivers of all children in lower-income households to 




Social Development, 2016), is the recognition that support services are needed for children 
with disabilities to participate in society. These services are related to economic, socio-cultural 
(valued participation in community life), human (health, education, clean water, etc.), political 
and protective capabilities, amongst others.  
 
Considering South Africa’s commitment to enhancing the capabilities of children with 
disabilities, it is disappointing that subsequent research has indicated that the situation of 
children with disabilities in South Africa remains hidden (African Child Policy Forum [ACPF], 
2011; Visser et al., 2016). There is substantive evidence that children continue to be affected 
by poverty (Shung-King et al., 2019). There is also limited evidence that children with 
disabilities fare worse across a range of indicators such as health and education than those 
without disabilities (Department of Social Development, Department of Women, Children and 
People with Disabilities, & United Nations International Children's Emergency Fund [DSD, 
DWCPD & UNICEF], 2012). However, as has been argued in previous chapters, little is known 
about the wellbeing of children with disabilities, and even less about how different types and 
severities of disability shape QoL.  
 
Furthermore, as outlined in the White Paper on the Rights of Persons with Disabilities 
(Department of Social Development, 2016), we know that inequalities in society are most 
dominant across racial lines where Black South Africans are still the most marginalised 
compared to other racial groups (Statistics South Africa, 2019a). Research has demonstrated 
that when race and other identities such as disability intersect, there is a resultant increase of 
multidimensional poverty for Black African adults with disabilities (Graham et al., 2014; 
Moodley, 2019; Moodley & Graham, 2015). But the intersections of disability, race, gender 
and age are not understood for children.  
 
In the context of a dearth of detailed research on how heterogeneity in disability shapes the 
multidimensional QoL of children with disabilities, it is difficult to point to necessary 
interventions and inform prioritisation and planning. Assessing the interactions of types and 






5.3. Literature Review and Theoretical Framework 
5.3.1. Defining Quality of Life 
QoL studies have, in recent times, gained momentum given their importance from a policy 
perspective (Graham & Ross, 2016; Greyling & Tregenna, 2020; Morisse et al., 2013). The 
value of measuring QoL pertains to its recognition as a multidimensional concept. Yet, in 
existing research, QoL has not been measured in a standardised way, which has contributed to 
difficulties in determining how to effectively inform and implement policy.  
 
The construct of QoL can be measured through both objective and subjective indicators 
(Møller, 2013; Wallander & Koot, 2016). Yet, particularly if one were to consider the historical 
infringement of basic human rights that children with disabilities and their families faced 
during apartheid in South Africa, it is necessary to address some objective indicators (such as 
basic services, food access, income and education for instance). This approach is particularly 
important since, as a developing country, South Africa’s resources are scarce and meeting the 
subjective needs of all children simultaneously may be unattainable. Furthermore, if children’s 
basic wellbeing needs are to be met, then the QoL dimensions identified need to maintain some 
prominence across the lifespan and serve as prerequisites for a good QoL (Bradshaw et al., 
2007; Wallander & Koot, 2016).  
 
Drawing on various existing indices that have sought to measure children’s QoL (Barnes et al., 
2007; Frame et al., 2016; Omotoso et al., 2019; Trani et al., 2013), this study selected QoL 
dimensions such as access to basic services, food access, education, income, assets and care 
resources to measure QoL (see Section 3.3 for a detailed explanation). These dimensions form 
a pivotal part of the South African White Paper on the Rights of Persons with Disabilities 
(Department of Social Development, 2016) as central to promoting the inclusion and 
capabilities of all persons with disabilities. Yet, there is no clear distinction in the White Paper 
on whether heterogeneity in disability may require a focus on one dimension of QoL over 
another. To situate this decision in theory, an exploration of the existing literature that considers 
differences in QoL based on heterogeneity in disability, albeit scarce, is therefore necessary.  
 
5.3.2. Quality of Life and Heterogeneity in Disability  
Research that does exist in developing countries, demonstrates that QoL differs depending on 




2016). The findings are however, multifarious as they relate to QoL levels. In her study, 
Nemček defined QoL as satisfaction with various life dimensions including social 
relationships, activities undertaken during leisure time as well as the availability of food and 
finances. Overall, the research demonstrated that persons with hearing difficulties in Slovakia 
experienced a higher QoL compared to those with physical difficulties. Furthermore, higher 
QoL levels were related to greater satisfaction with the overall physical health of persons with 
hearing difficulties. In Bosnia and Herzegovina, Memisevic et al. (2017) defined QoL as 
satisfaction in eight dimensions, namely self-determination, rights, personal development, 
interpersonal relationships, social inclusion, material, emotional and physical wellbeing. The 
researchers found that persons with intellectual difficulties experienced lower QoL levels 
compared to those with visual, hearing and motor difficulties. Largely, the differences in QoL 
were attributed to lower cognitive abilities of persons with intellectual difficulties, which 
resulted in their lower levels of employment and thus diminished socioeconomic status. 
Furthermore, persons with physical disabilities experienced a lower QoL compared to those 
with hearing impairments, and persons with visual impairments experienced the highest QoL. 
In these instances, the environmental barriers restricting the movement of persons with physical 
disabilities contributed to a diminished QoL as the freedom of movement that walking enabled 
was an important determinant of QoL for those with hearing and visual impairments 
(Memisevic et al., 2017; Motl & McAuley, 2010). Persons with walking difficulties were also 
recognised to experience lower levels of wellbeing on the African continent. Research in this 
regard demonstrated that having a walking difficulty was associated with multidimensional 
poverty and as well as higher odds of death in countries such as Malawi, Uganda and Ethiopia 
(Mitra, 2018). While it was beyond the scope of Mitra’s study to investigate the reasons for 
increased mortality rates in relation to walking disabilities, this area was highlighted for future 
research.  
 
In research on children with disabilities in China, those with speech difficulties were 
recognised as having a reduced number of social interactions which contributed to their 
diminished life quality (Chan et al., 2019). Chan et al. (2019) also revealed that children with 
hearing difficulties experienced a QoL that was similar to that of the general population as long 
as they were able to communicate efficiently with others. In this research, it was evident that 
effective communication and social interaction were important contributors to children’s QoL. 
On the other hand, Trani and Cannings (2013) identified children with multiple disabilities as 




disabilities being the least deprived. One could hypothesize that  diminished social 
participation, resulting from the additional care requirements and the elevated costs of having 
a child with multiple disabilities, could have contributed to the high levels of deprivations 
experienced amongst these children (Grut, et al., 2006; Trani & Cannings, 2013). Yet, the 
finding on learning disabilities contrasts with the findings of Chan et al. (2019) in China where 
those with hearing disabilities experienced the highest QoL. In this regard, it is likely that QoL 
indicators which hold a different relative importance in diverse cultural communities may 
influence children’s QoL (Camfield, 2004; Morisse et al., 2013).   
 
In South Africa, it is not clear how the type of disability experienced shapes multidimensional 
QoL in children, especially in the face of South Africa’s historical apartheid-era policies. 
Research does however demonstrate that children with sight difficulties are most likely to 
attend school, followed by those with hearing difficulties. Children with walking and 
communication difficulties were the least likely to attend school in South Africa (Department 
of Social Development, 2016; DSD, DWCPD & UNICEF, 2012). In terms of those most likely 
to access education, it is evident that the specific policy directives in the White Paper on the 
Rights of Persons with Disabilities (Department of Social Development, 2016) pointing to the 
facilitation of education through provision of Braille (for children with sight difficulties) and 
Sign Language (for children with hearing difficulties) are having the desired effects. Yet, for 
children with disabilities in rural areas, Ben-David and Nel (2013) attribute the lack of school 
attendance of children with walking disabilities to the physical terrain (consisting of gravel and 
muddy roads) that prevent the freedom of movement of children in wheelchairs. For children 
with communication disabilities, Ngcobo (2017) highlights the fact that the poor support 
mechanisms and inadequate training of educators can result in a lower school attendance rates. 
In this regard, directives on the elimination of physical barriers and training of specialist staff 
who work with children with disabilities continue to be a hindrance (Department of Social 
Development, 2016). While education is a fairly well understood and researched area 
pertaining to children with disabilities in South Africa, there is limited research on how 
different types of disabilities shape other QoL dimensions, highlighting the dire need for this 
kind of research.  
 
While the type of disability is an important consideration in research, so is the severity of 
disability. Where the severity of disability was investigated globally, it was evident that persons 




moderate difficulties (Chan et al., 2019; Mitra, 2018; Trani & Cannings, 2013). Often the 
reasons behind a lower QoL for those with severe disabilities is due to individuals requiring 
enhanced support in social situations, in comparison to those with moderate disabilities (Trani 
& Cannings, 2013; Worster State University, 2020). Therefore, persons with severe difficulties 
are likely to experience exclusion and barriers to social participation, which may negatively 
influence QoL in a more distinct manner than those with moderate disabilities.  
 
The intricacies in understanding how QoL is shaped by different types of disabilities as well as 
the severities thereof, again leads us to the Capabilities Approach (CA) as a suitable theoretical 
framework to explain these associations.  
 
5.3.3. A Capabilities Approach to Studying Quality of Life and Heterogeneity in 
Disability  
Sen’s CA, engages with concepts of capabilities (what a person can achieve) and functionings 
(what a person has achieved) as they relate to standards of living, wellbeing and poverty (Mitra, 
2018). In terms of understanding QoL, Sen’s theory concerns itself with the multiple 
dimensions that contribute to welfare (Sen, 1985, 2003, 2009). We see this framework being 
used in research on multidimensional wellbeing of children with disabilities in Afghanistan 
and Darfur (Trani et al., 2011, 2013; Trani & Cannings, 2013), enabling an investigation into 
children’s care, health, education and certain economic factors that shaped their QoL. Where 
these factors serve as barriers to development, we are able to address what is termed 
‘unfreedoms’ as they are associated with a diminished QoL (Graham & Ross, 2016; Robeyns, 
2017). 
 
In terms of disability, there is a global shift away from conceptualising disability in terms of 
biomedical, social and International Classification of Functioning, Disability and Health (ICF) 
models of disability. As discussed in Chapter 1, each of these frameworks presents with 
shortfalls, limiting how disability is understood. The biomedical model for instance focuses 
purely on the biological conditions of persons with disabilities (Watermeyer et al., 2006), while 
the social model argues that people are differently abled and that social, economic and political 
barriers solely create disabilities. Lastly, the ICF focuses specifically on the intersection 
between a person’s body functions, activities and participation while failing to recognise 




In recent years, there has been a rapid growth in disability studies adopting the CA as a 
theoretical framework, given its links to social justice (Braithwaite & Mont, 2009; Burchardt, 
2004; Graham et al., 2014; Mitra, 2018; Trani et al., 2011). Drawing on Mitra’s Human 
Development Model which has its roots in the CA, disability is understood as a deprivation of 
functionings or capabilities that result from an interaction of personal factors, structural factors, 
resources and health deprivations (Mitra, 2018). Within this model, personal factors include 
aspects such as age and gender; structural factors are reminiscent of the physical terrain or 
systems and policies; and resources refer to goods or services available to an individual. Health 
deprivations, most importantly, can include impairments and health conditions. In this chapter, 
I engage with types and severities of impairments in terms of the functional difficulties 
measured by the Washington Group on Disability Statistics (Madans et al., 2011) under this 
category of health deprivations. With reference to severity, moderate and severe disabilities are 
considered; and pertaining to types, difficulties in the following areas are considered for the 
analysis of childhood disabilities: seeing, hearing, walking, concentrating or remembering, and 
communication. 
   
This chapter therefore applies the CA through the Human Development Model to an 
investigation on the QoL of children in South Africa in consideration of heterogeneity in 
disability. Understanding the nature and extent of QoL experienced by children with different 
disabilities has implications for policy and interventions. Thus, as Mitra (2018) asserts, 
understanding QoL in this way could be justice enhancing. This notion ties in with the previous 
chapters in this study that highlight the importance of considering children through the CA, 
which shifts our thinking shifts away from children’s basic survival needs toward enlarging 
children’s capabilities to enable them to lead the life they choose to lead and value or to develop 
optimally while considering heterogeneity in disabilities.   
 
5.4. Methodology 
5.4.1. Data Source 
This study made use of the 2011 and 2016 waves of the South African General Household 
Survey (Statistics South Africa, 2012, 2017a) to compare the multidimensional QoL of children 
with different types and severities of disabilities by way of composite indices. In the 2011 
dataset, there were 1 620 children with disabilities and in 2016, 1 247 children had a disability. 




5.4.2. Approach to the Type and Severity of Disability and Quality of Life Variables  
In line with the previous chapter, the Washington Group on Disability Statistics was used to 
identify childhood disability (Groce & Mont, 2017). The comprehensive questionnaire 
determines disability based on difficulty in seeing (even if wearing glasses/lenses); difficulty 
in hearing (even if wearing hearing aid); difficulty in walking or climbing stairs; difficulty in 
concentrating or remembering; difficulty in communicating; and difficulty in self-care.  
However, in line with the previous chapters in this study, the self-care domain was omitted 
since children naturally require higher levels of care due to their developmental needs (Centres 
for Disease Control [CDC], 2019). No disability was identified if (1) No difficulty was 
recorded for individuals.  
 
In relation to the severity of disabilities, ‘moderate disabilities’ were identified if (2) Some 
difficulty in at least one domain in terms of the Washington Group on Disability Statistics was 
observed. On the other hand, ‘severe disabilities’ were identified if there was (3) A lot of 
difficulty or (4) Cannot do at all in at least one domain. These categorisations, too, followed 
Mitra’s (2018) analysis. 
 
The types of disabilities were calculated as follows:  
• For seeing, hearing, walking, remembering and communication difficulties, a disability 
was recorded if there was (2) Some difficulty or (3) A lot of difficulty or (4) Cannot do 
at all reported for these individual domains. 
• Multiple difficulties were recorded if there was (2) Some difficulty or (3) A lot of 
difficulty or (4) Cannot do at all reported for two or more of the above-mentioned 
domains. 
Mitra (2018) used this approach to identify the types of disabilities in adults in four African 
countries.  
 
QoL was measured by way of a newly constructed index for all children with disabilities using 
the 2011 and 2016 waves of the GHS. In line with the previous index for all children, the index 
for children with disabilities was created using Categorical Principal Component Analysis 
(CATPCA) and the method of Nicoletti et al. (2000) to weight and construct a composite QoL 
index. This method of index creation enabled the construction of a differentially weighted 




relative importance within QoL dimensions (OECD, 2008). This index, as with the index for 
all children also withstood various robustness checks to ensure its statistical soundness (see 
Chapter 3).  
 
Using CATPCA, indicators were selected for each component based on factor loadings onto 
the latent variable (QoL). These components formed the QoL dimensions in the final index. 
Tabachnick and Fidell (2007) assert that the factor loadings are used to derive the weights for 
each of the indicators within the extracted components. Then, to determine the weights of each 
component in a composite index, Greyling and Tregenna (2017) demonstrate that the largest 
factor loadings are allocated to indicators that explain the most variance in relation to the 
extracted components. This explanation means that the first extracted component explains the 
most variance in an index and is assigned the largest weight (See Section 3.5).  
 
Once the weightings for the indicators and QoL dimensions were calculated, a composite QoL 
index was constructed. The final dimensions and indicators that encompass QoL in the index, 






Table 5.1: QoL Index Summary for South African Children with Disabilities 
Dimension 
Weighting in 
composite index Indicators 
Weighting within 
dimension 




Drinking water on the 
premises 
0.25 0.27 
Sanitation 0.29 0.29 
Fuel for cooking 0.17 0.14 
Refuse removal 0.29 0.30 
Food Access 19.2 14.0 
Child hunger in the past 
12 months 
0.31 0.31 
Run out of money to buy 
food 
0.34 0.35 
Smaller variety of food 0.34 0.34 
Income 14.0 20.0 
Social grant receipt 0.30 0.33 
Household expenditure 0.35 0.34 
Household income 0.35 0.33 
Assets 13.0 12.4 
Television 0.37 0.37 
Refrigerator 0.37 0.36 
Radio 0.26 0.27 
Education 10.6 9.9 
Correct education for age 0.38 0.39 
School attendance 0.30 0.30 
Literacy 0.32 0.31 
Care Resources 9.0 9.1 
Adult relative in 
household 
0.31 0.35 
Mother in household 0.32 0.32 
Father in household 0.37 0.33 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
Once the differentially weighted index was derived for children with disabilities, the values 
were standardised on a continuous scale of 0 (lowest QoL) to 100 (highest QoL) for the 
analysis.  
 
5.4.3. Analysis  
In order to assess whether the QoL of children with disabilities differed at the two points in 
time, t-tests were conducted to analyse differences based on the severity of childhood 
disabilities. T-tests are the most suitable method for using the mean and standard deviations of 
two samples (children with moderate and severe disabilities) for comparison purposes using 



















?̅?1 = mean of the first set of values 
?̅?2 = mean of the second set of values 
s1 = standard deviation of the first set of values 
s2 = standard deviation of the second set of values 
n1 = total number of values in first set 
n2 = total number of values in second set 
 
Where differences existed in the mean scores of QoL, the effect size statistic (Cohen’s d) was 
also calculated as a measure of the magnitude of the differences (Cohen, 1988; Tabachnick & 
Fidell, 2007). Cohen’s d was calculated using the following formula:  
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To ascertain the differences in QoL based on the type of disability, an analysis of variance 
(ANOVA) was conducted for the comparison of multiple means. The effect size of significant 
differences was also calculated using eta squared21 (Pallant, 2010).  Furthermore, Bonferroni 
post hoc tests were conducted to determine between group differences in QoL scores.  
 
To determine which components explained the most variance of children with disabilities on 
the basis of the severity of disability and type, separate CATPCAs were conducted for each 
group of children at the two points in time. 
 
 
21 According to Pallant (2010), a small effect is represented by 0.01; a moderate effect size by 0.059 and a large 




Lastly, in South Africa, comparisons are also important across demographic factors such as 
gender, racial groups and age groups of children (Omotoso et al., 2019). Therefore, a 
descriptive analysis was undertaken to determine how QoL differed in children based on these 
individual child characteristics.  
 
5.5. Results 
5.5.1. Profile of Study Participants 
The demographic profile of children with disabilities in this study was first considered in 
relation to their gender, race and age groups. Table 5.2 represents the distribution of children 
with disabilities in relation to these characteristics.  
 
Table 5.2: Gender, Race and Age Profile of Children with Disabilities in the 2011 and 2016 
GHS 
Variable Category 
2011 (N=1 620) 2016 (N=1 247) 
N (%) N (%) 
Gender Male  838 (51.7) 604 (48.4) 
Female  782 (48.3) 643 (51.6) 
Race 
Group 
Black African 1 407 (86.9) 1 090 (87.4) 
Coloured22 141 (8.7) 97 (7.8) 
Indian/Asian 18 (1.1) 15 (1.2) 
White 54 (3.3) 45 (3.6) 
Age Group 5 – 8 years 770 (47.5) 587 (47) 
9 – 12 years 385 (23.8) 342 (27.4) 
13 – 17 years 465 (28.7) 318 (25.5) 
Source: Author’s calculations based on 2011 and 2016 GHS  
 
There was a fairly even gender distribution across both cohorts of children. These statistics are 
in line with the gender distribution of South African children where a similar number of male 
and female children are present in the population as a whole (Statistics South Africa, 2019b).  
 
In line with country level statistics (Statistics South Africa, 2019b), the majority of children 
with disabilities (86.9% and 87.4% in 2011 and 2016, respectively) belonged to the Black 
African race group. Coloured children represented approximately 8% of children with 
disabilities, White children approximately 3% and Indian/Asians approximately 1% of children 
 
22 In South Africa, the term Coloured is a classification for people of mixed racial origin. The government 
requires all organisations to report on the number of people registered in terms of the four official categories so 




with disabilities in both waves of data. These findings are consistent with other South African 
research outlining the racial distribution of children with disabilities (Statistics South Africa, 
2014a). 
 
For ease of reporting on the age of children, the Centre for Disease Control (CDC, 2019) 
categorisations based on children’s developmental milestones were used. Children aged 5-8 
years were considered to be part of the younger middle childhood group, children aged 9-12 
years were considered to be in older middle childhood and children aged 13-17 years were 
considered adolescent. Younger children appeared to have the highest disability prevalence in 
relation to the Washington Group questions, perhaps owing to the lack of child-specific 
domains such as learning and applying knowledge, creating relationships and playing in 
identifying a disability. Yet, the prevalence rates are consistent with other South African 
research (DSD, DWCPD & UNICEF, 2012; Statistics South Africa, 2014a). The percentages 
presented in this study are however, a more accurate reflection than other studies since the self-
care domain was omitted in the calculations to identify child disability (Statistics South Africa, 
2014a). For a detailed discussion on the exclusion of self-care, see Section 3.4. 
 
In terms of the types and severities of disabilities that children experienced in 2011 and 2016, 
Table 5.3 shows the distribution of children in South Africa.  
 
Table 5.3: Disability Type and Severity in South African Children 
 
2011 2016 
N % N % 
Severity of Disability 
Moderate 1 162 71.7 873 70.0 
Severe 458 28.3 374 30.0 
Total 1 620 100 1 247 100 
Type of Disability 
Sight  465 28.7 306 24.5 
Hearing 202 12.5 103 8.3 
Walking 138 8.5 149 11.9 
Remembering  357 22.0 321 25.7 
Communication   134 8.3 69 5.5 
Multiple 324 20.0 299 24.0 
Total 1 620 100 1 247 100 





With regard to the severity of disability, approximately 70% of children had moderate 
disabilities at the two points in time. The additional 30% experienced severe disabilities. 
Similarly, DSD, DWCPD and UNICEF (2012) reported that many more children in South 
African experience mild to moderate over severe impairments.  
 
Overall, it is evident that amongst children with disabilities, the most prevalent type of 
impairment in 2011 was sight impairments (28.7%), followed by impairments in remembering 
(22.0%). Yet, in 2016, impairments in remembering (25.7%) were more prevalent than sight 
impairments (24.5%). These findings reflect those of previous South African research on adults 
which highlight the fact that impairment in sight and remembering are most prevalent in South 
Africa (Statistics South Africa, 2014a). The 2014 research then indicated that hearing and 
walking impairments were the next most prevalent. In this study, we see that 12.5% of children 
presented with a hearing impairment in 2011 and 8.3% with a hearing impairment in 2016. In 
terms of walking difficulties, 8.5% of children experienced this impairment in 2011 and 11.9% 
in 2016. The least prevalent type of impairment indicated was communication (8.3% in 2011 
and 5.5% in 2016). Lastly, in this study, the statistics on multiple difficulties revealed that 20% 
of children with disabilities experienced more than one type of impairment in 2011 and that 
24% experienced multiple impairments in 2016.   
 
The fact that statistics on prevalence were similar to existing national level statistics, provided 
evidence that the categorisations of disability could be used to conduct comparisons in QoL.  
 
5.5.2. Quality of Life Scores Pertaining to Heterogeneity in Childhood Disabilities 
T-tests were conducted in order to determine whether there were significant differences in QoL 
scores based on the severity of disability experienced by a child. In order to determine whether 
the severity of disability affected QoL scores, two categories of functional difficulties, namely 






Table 5.4: T-test for Equality of Means for the Children’s QoL in 2011 and 2016 based on 














2011 1.82 1 030 0. 069 0.013 0.01 0.12 
2016 3.06 771 0. 002 2.36 0.77 0.23 
Source: Author’s calculations based on 2011 and 2016 GHS 
Note: Cohen’s d is only calculated for statistically significant results 
 
In 2011, the results of the t-test found in Table 5.4 indicated that there was a significant 
difference with a very small effect size23  between children with moderate disabilities (?̅?=80.8, 
SD=10.1) and children with severe disabilities (?̅?=79.5, SD=10.2), t (1 030) = 1.817, p=0.069, 
d=0.12. In 2016, a significant difference with a small effect size was found in the QoL between 
children with moderate (?̅?=81.2, SD=9.4) and severe disabilities (?̅?=78.8, SD=9.8), t (771) = 
3.056, p=0.002, d=0.23. These findings revealed that children with severe disabilities 
experienced a lower QoL compared to those with moderate disabilities. While this finding was 
expected and line with global research (Chan et al., 2019; Mitra, 2018; Trani & Cannings, 
2013), it is disconcerting to see that children with severe disabilities experienced a lower QoL.   
 
In terms of the types of disabilities reported, QoL was explored by way of a one-way between-
groups ANOVA. Bonferroni post hoc tests were then conducted to determine whether the mean 
scores of QoL differed significantly between different groups of children with different types 








Figure 5.1: Average QoL Scores based on the Type of Disability Experienced 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
Figure 5.1 indicates that based the types of disabilities captured in 2011 by the Washington 
Group on Disability Statistics, significant differences were evident in QoL (F (5, 1 026) = 
15.79, p=0.000). Eta squared24 was 0.07 revealing a moderate effect size. Furthermore, the 
Bonferroni post hoc analysis revealed that the type of disabilities experienced by children 
affected their QoL. More specifically, the analysis reveals that children with sight difficulties 
(?̅?=83.6, SD=10.1) had a significantly higher QoL than those with hearing difficulties (?̅?=77.6, 
SD=9.7), walking difficulties (?̅?=75.3, SD=10.4), communication difficulties (?̅?=79.1, 
SD=10.4) and multiple functional difficulties (?̅?=78.9, SD=9.8). In addition, children with 
difficulties in remembering (?̅?=81.9, SD=9.1) had a significantly higher QoL than those with 
hearing difficulties (?̅?=77.6, SD=9.7), walking difficulties (?̅?=75.3, SD=10.4) and multiple 
functional difficulties (?̅?=78.9, SD=9.8). Lastly and counterintuitively, children with multiple 
functional difficulties (?̅?=78.9, SD=9.8) had a higher QoL than those with walking difficulties 
(?̅?=75.3, SD=10.4).  
 
In 2016, the differences in QoL based on the type of disabilities experienced were also 
statistically significant (F (5, 767) = 4.72, p=0.000). Eta squared was 0.02 in 2016, revealing 
a small effect size. In relation to the comparisons in QoL scores, the only significant differences 
existed where children with sight difficulties (?̅?=82.9, SD=9.4) had a significantly higher QoL 


































(?̅?=79.4, SD=9.7). The results of the Bonferroni post hoc tests for these data, can be found in 
Appendix D.  
 
To gain a clearer understanding of the dimensions that explained QoL for the different groups 
of children, CATPCAs were conducted at the two points in time. These data are found in Table 
5.5. 
 
Table 5.5: CATPCAs for Children with Disabilities in 2011 and 2016 based on Heterogeneity 
in Disability  
Group 
Component 
1 2 3 4 5 6 
2011 


































































































1 2 3 4 5 6 
2016 












































































Education  Assets 
% variance 
explained 
21.5 13.1 8.8 8.0 6.6 6.0 
Note: An analysis of communication disabilities were omitted in 2016 since n=69 and the minimum required 
sample for CATPCA is n=100 (Mundfrom et al., 2005)  
Source: Author’s calculations based on 2011 and 2016 GHS 
 
 
Table 5.5 revealed the differences in the most important dimensions explaining QoL in children 
with disabilities and these findings have important implications. In 2011, access to services 
emerged as the most important dimension in QoL for all groups of children with disabilities 
except for those with walking difficulties. For these children, it was income that emerged as 
most important dimension in determining QoL. It stands to reason that the additional costs of 
equipment that is needed to enable the freedom of movement for children with walking 
difficulties could have potentially contributed to household income being recognised as the 
most prominent aspect of QoL in households where children with walking difficulties reside. 




in line with other broader South African research on QoL (Graham & Ross, 2016; Greyling & 
Tregenna, 2017) – were more important amongst the households in which children with 
disabilities resided. The second component that explained QoL was food access, irrespective 
of children’s types and severities of disabilities. Interestingly, when compared to access to 
services, food and income, education featured as a less prominent component in relation to 
explaining QoL, despite being the most researched area pertaining to children with disabilities 
in South Africa. This finding could be due to the fact that all children with disabilities as a 
group, have lower levels of education compared to children without disabilities (as found in 
Chapter 4).   
 
In 2016, it is notable that based on the severity of disabilities experienced, access to services 
remained the most important dimension in explaining QoL for children, thus necessitating 
priority in terms of policy implementation. Furthermore, we note that income was the second 
most important dimension in explaining QoL for children with severe disabilities in 2016 
compared to food access which was more important in 2011. In this regard, it is important that 
to note that these findings are paralleled with global research where the highest costs of living 
were experienced by those individuals with severe disabilities (Mitra et al., 2017). Hence, the 
need for income support, through social grants available for children with disabilities is 
imperative.  
 
A greater divergence was observed in the dimensions that explained QoL based on the type of 
disability experienced in 2016. For children with sight, hearing and multiple disabilities, access 
to services remained the most important dimension in relation to QoL, again providing 
evidence of the need for improvements in service delivery. However, for children with walking 
and remembering disabilities, income was the most important dimension. This finding has 
emerged throughout this study and demonstrates the importance of income support in relation 
to households in which children with these difficulties reside. No analysis could be conducted 
for children with communication disabilities due to the small sample size.  
 
In terms of the second most important dimension that explained QoL, it is important to note 
that services were a prominent feature for children with walking and remembering disabilities. 
Overall, when children grow up in households that are deprived of these basic services like 
water, electricity, sanitation and refuse removal, it hinders their ability to excel in other areas 




children cannot be understated. For children with hearing and multiple disabilities, access to 
food was the second most important dimension relating to QoL. In this regard too, the 
importance of access to nutrition is paramount due to the cascading effects that nutrition can 
have on the physical and mental development of children.  
 
5.5.3. Quality of Life Scores, Heterogeneity in Disability and Demographic Factors  
The first point of inquiry was to ascertain whether the QoL of children differed based on the 
severity of the disability they experienced and their individual demographic factors, namely 
age, gender and race. The results of this analysis are found in Table 5.6. 
 
Table 5.6: Average QoL of Children based on Severity of Disability and Demographic Factors 
 2011 2016 
 N Mean SD N Mean SD 
Gender 
Moderate Disability 
Male  597 80.4 9.8 415 80.6 9.6 
Female 565 81.0 10.5 458 81.7 9.2 
Severe Disability 
Male  236 78.9 10.3 189 78.1 10.1 
Female 212 79.8 10.2 185 79.5 9.6 
Age  
Moderate Disability 
5-8 years 609 78.9 10.1 483 79.9 9.5 
9-12 years 344 81.5 9.7 241 81.3 8.9 
13-17 years 209 81.8 9.8 149 83.7 9.0 
Severe Disability 
5-8 years 261 78.5 9.9 243 77.4 9.6 
9-12 years 119 80.8 9.9 78 78.5 6.9 
13-17 years 68 80.7 11.3 53 85.4 10.7 
Race 
Moderate Disability 
Black African  1 018 79.4 9.9 763 80.3 9.4 
Coloured  98 86.4 7.7 65 85.6 6.9 
Indian/Asian 10 92.9 2.4 10 92.0 4.4 
White 36 93.3 3.6 35 92.4 1.8 
Severe Disability 
Black African  380 77.5 9.8 327 77.6 9.7 
Coloured  42 85.8 6.2 32 86.4 5.7 
Indian/Asian 8 93.1 5.2 5 92.5 4.1 
White 18 91.8 3.1 10 88.6 3.6 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
At the two points in time, we note that in relation to gender, there were no noticeable 
differences between male and females, irrespective of the severity of their disability. In relation 
to age, however, older children seemed to experience a higher QoL than younger children. This 
finding was observed irrespective of the severity of disability experienced. By way of 




increase and children become better suited to managing their disabilities since they are more 
likely to attain new skills. Lastly, in line with the previous chapter, Black African children 
experienced a lower QoL compared to other race groups. Furthermore, amongst all groups of 
children, Black African children with severe disabilities experienced the lowest QoL. In this 
regard, the historical inequalities in South Africa still prove detrimental, specifically for Black 
African children with disabilities when their racial identity intersects with a disability; and is 
more marked when the disability is severe.   
 
The next point of inquiry was to ascertain whether the QoL of children differed based on the 
type of disability children experienced and their individual demographic factors. The results of 







Figure 5.2: Average QoL Scores based on the Type of Disability Experienced and Age in 2011 
and 2016 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
In Figure 5.2, the overall patterns pertaining to children’s QoL at the two points in time are 
observed based on their type of disability and  age. It is evident that for children aged 5 – 8 
years and 9 – 12 years, those with walking disabilities consistently had the lowest QoL in both 
2011 and 2016. However, for children aged 13 – 17 years, those with communication 
difficulties had the lowest QoL at each of the points in time. These findings are particularly 
interesting if one considers developmental stages of children wherein physical mobility to 
explore the how the world works is important to younger children, while for teens, the ability 








Sight 81 83 86
Hearing 77 79 77
Walking 73 74 81
Remembering 81 84 83
Communication 79 80 72
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Figure 5.3: Average QoL Scores based on the Type of Disability Experienced and Race in 2011 
and 2016 
Note: Indian/Asian race group omitted in analysis due to small sample size 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
In Figure 5.3, children’s QoL based on their type of disability and race are observed. We see 
that for Black African and White children, those with walking disabilities again had the lowest 
QoL in both 2011 and 2016. Lastly, in terms of Coloured children, those with communication 
difficulties emerged as those with the lowest QoL in 2016. These findings, together with 
research indicative of low education access (Ben-David & Nel, 2013; Department of Social 
Development, 2016; Ngcobo, 2017), demonstrate that children with walking and 
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Sight 81 89 92
Hearing 80 78
Walking 75 88 90
Remembering 80 85 92
Communication 78 75 92



















Figure 5.4: Average QoL Scores based on the Type of Disability Experienced and Gender in 
2011 and 2016 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
Finally, in Figure 5.4, children’s QoL based on their type of disability and gender are 
demonstrated. In this regard, we again see that irrespective of their gender, those with walking 
disabilities consistently had the lowest QoL in both 2011 and 2016. The finding that most 
children with walking disabilities experienced the lowest QoL are reminiscent of Mitra’s 
findings in four African countries where adults who experience these difficulties are more 
likely to be multidimensionally poor (Mitra, 2018).  
 
5.6. Discussion and Conclusion  
Through the lens of the CA, QoL is improved when children’s capabilities (opportunities) are 
expanded, thus enabling them to achieve functionings that enable their optimal development 
(Comim et al., 2011). QoL in this chapter is represented by a newly constructed index that is 












































household, education and care resources available to children. The index accounts for a range 
of capabilities in a single measure for the purposes of tracking QoL over time and 
understanding how types and severity of disability, as well as demographic factors shape these 
capabilities.  
 
This chapter has made three significant contributions to knowledge in terms of the severity of 
disabilities experienced by children. Using the newly constructed QoL indices created for 
children with disabilities, the first contribution is a demonstration of how the severity of a 
disability can shape QoL. As argued above, this area is under-researched globally, and 
specifically in developing country contexts. The analysis has shown that when the severity of 
disability is considered, children with moderate disabilities obtained higher QoL scores in both 
2011 and 2016 compared to those with severe disabilities. These differences were significant 
with a small effect size. These findings are reflective of international findings on the QoL of 
adults with severe disabilities in countries such as Tanzania, Malawi Uganda and Ethiopia 
(Mitra, 2018) as well as children with disabilities in Darfur (Trani & Cannings, 2013). 
Recognition that children with severe disabilities experience a lower QoL, necessitates an 
increased policy focus and the implementation thereof to ensure that children with severe 
disabilities are not left behind in terms of the development agenda in South Africa.  
 
The second contribution of this chapter is to show which dimensions contribute most to QoL 
for children based on the severity of a disability that is experienced. By interpreting the 
individual CATPCA for this group of children, the more recent wave of data (2016) illustrates 
that the QoL of children with severe disabilities is most influenced by access to services as well 
as the income dimensions. As such, it is important that expanding the capabilities of children 
with severe disabilities in relation to household access to water, sanitation, electricity and 
refuse removal (for services) remain a priority. For income support in households where 
children with severe disabilities reside, one way of assisting is through improving access to the 
Care Dependency and Child Support Grants, which are cash transfers available for the full-
time care of children with severe disabilities as well as poor children respectively.  
 
A third contribution relates to the analysis of QoL for children with severe disabilities, in 
relation to aspects such as gender, race and age. It is notable that amongst children with severe 
disabilities, Black African children and for children aged 5 – 8 years experienced the lowest 




household income, could potentially improve children’s QoL and create better opportunities 
for these children to reach their optimal development.  
 
The findings in terms of the type of disabilities experienced by children and their QoL are 
slightly more nuanced, and also make three contributions to knowledge. First, we see that 
overall, children with walking disabilities experienced the lowest QoL in both 2011 and 2016. 
This finding resonates with research on adults with disabilities on the African continent (Mitra, 
2018). Thus, as illustrated in the literature (Memisevic et al., 2017; Mitra, 2018; Motl & 
McAuley, 2010), the lower QoL of children with walking disabilities could be attributed to the 
restrictions in the freedom of movement that arises from a walking disability. Children with 
communication disabilities also had low QoL scores in 2016. In this regard, this study can be 
paralleled with findings in China where effective social interaction was recognised as an 
important contributor to QoL (Chan et al., 2019).   
 
Second, by examining the CATPCAs to ascertain which dimensions were most important in 
determining QoL, we note that access to basic services emerged for children with sight, hearing 
and multiple disabilities. For children with walking and remembering disabilities, income 
emerged as the most important dimension. Income support could be useful in terms of 
accessing assistive devices for children to enhance their capabilities. From a policy and 
implementation perspective, it is therefore important that these areas be prioritised. It is 
unfortunate that the low prevalence of communication disabilities prevented the 
implementation of a CATPCA since this group emerged as having the second lowest QoL 
scores. Thus, this analysis should be implemented in future waves of the GHS should the 
prevalence rates allow.  
 
Third, as we examine the demographics of children in relation to the types of disabilities 
experienced, it is important to note that children with walking disabilities from the following 
categories emerged as having the lowest QoL in both 2011 and 2016: children aged 5 – 8 years, 
9 – 12 years, Black African children and White children. These findings further dictate the need 
to expand the capabilities of children with walking disabilities in South Africa specifically for 
these demographic groups, both through improving physical access through infrastructure 
development and through the provision of assistive devices such as wheelchairs.  
   




of the dimensions, as in Chapter 4, that are most important in shaping QoL points toward a 
need for more policy focus and prioritisation. In this regard, we see that access to services (for 
children with sight, hearing and multiple impairments as well as moderate and severe 
disabilities) and income (for children with difficulties in walking and remembering) emerged 
as the most important dimensions of QoL. This finding demonstrates the need for basic services 
and income support to remain a priority for all citizens (DSD, DWCPD & UNICEF, 2012; 
Graham & Ross, 2016; Greyling & Tregenna, 2017; Møller, 2013; Suich et al., 2020), including 
children with different types and severities of disabilities, particularly since intergenerational 
inequalities and service access linger in post-apartheid South Africa. As the second most 
important dimension determining life quality, food access (for children with hearing and 
multiple impairments as well as for children with moderate disabilities), income (for children 
with sight impairments and severe difficulties) and access to services (for children with 
difficulties in walking and remembering) require facilitation. These findings, used in this way, 
may inform a focused approach to policy implementation when seeking to improve the 
capabilities and functionings of South African children with disabilities. 
 
A limitation of this study, as previously mentioned, pertains to a lack of data on the age of 
onset relating to childhood disability. As Mitra (2018) asserts, an earlier onset of disability may 
have a more marked negative impact on QoL. For instance, an age of onset of five years may 
negatively impact the educational outcomes of a child. Yet, an age of onset of 17 years would 
not have as much of a negative impact on educational outcomes but it could influence other 
aspects such as household income. Therefore, due to its impact on QoL, future research 
including the age of onset is recommended.   
 
The results in this chapter are also delimited to the individual child characteristics outlined in 
the data analysis section. Importantly, there are certain factors that are external to the child that 
are important predictors of QoL. These, through the lens of the CA, are representative of social 
and environmental conversion factors (Robeyns, 2017) and are inclusive of parents’ 
employment status, and level of parents’ education or the geographic area (urban or rural area) 
(Omotoso et al., 2019), amongst others. These elements are investigated in the next chapter 
(Chapter 6).  
 
Recommendations for future research cover three aspects. The first relates to hearing the voices 




goal, qualitative research, which enables children to express their specific needs depending on 
the type of disability they experience, is recommended. A second recommended study (as 
previously mentioned) would be to ascertain how QoL is shaped by the age of onset of 
childhood disability. Third, an analysis of the resources external to the child (or conversion 
factors) such as parents’ employment status, and level of parents’ education or the geographic 
location of households (urban or rural area) that shape the QoL of children with disabilities in 
South Africa is required. This area, as mentioned, forms part of Chapter 6. 
 
In conclusion, engaging with children’s multidimensional QoL and heterogeneity in disability 
is a useful mechanism through which policy implementation can be informed by the different 
demographics of children. The results of this chapter revealed the different ways in which 
children’s capabilities need to be expanded in society, based on the type and severity of 
disabilities they experienced. Specifically, in this chapter, the importance of access to services 
remaining a priority for children with severe disabilities as well as those with sight, hearing 
and multiple disabilities is apparent. For children with walking disabilities, the predominant 
need for income support of households in which they reside is evident. By disaggregating QoL 
in this way, this chapter was able to identify the most immediate needs required to expand 










Knowledge of quality of life (QoL) indicators, according to Nagode et al. (2018), is required if 
we are to offer strategies in which the lives of children can be improved. Using the QoL indices 
developed in chapter 3, the previous two chapters have illustrated how children with disabilities 
fare worse on QoL than those without; and how type and severity of disability intersect with 
race, gender and age to shape QoL. These chapters focused on the individual child. However, 
children are members of households within communities. These caregiver, family, household 
and community factors are known to strongly influence the realisation of child wellbeing 
(Biggeri, et al., 2011a; Comim et al., 2011; Patel, et al., 2017). This finding is especially true 
of children with disabilities who often have additional care requirements in order to develop 
optimally (Department of Social Development, 2016).  
 
Ben-Arieh and Frønes (2011) assert that these characteristics are important since QoL is not 
only an individual concept but also a social concept, which feeds into the optimal development 
of an individual as well as society. Yet, investments in children with severe or multiple 
disabilities are not likely to yield the same results for society. Rather, social investments in 
children with disabilities should be reframed to reflect society’s responsibility for their care, 
protection, dignity, and the realisation of their social and human rights. Social recognition and 
the optimal development of children with disabilities in keeping with their abilities should be 
a collective responsibility of families supported by the state. Authors such as Biggeri et al. 
(2011b) recognise that children are influenced by the capabilities of their parents specifically 
since close interaction with parents/caregivers is a requirement for their development. In terms 
of the Capabilities Approach (CA), these influential characteristics are called conversion 
factors and refer to those factors required for resources to be converted into child capabilities 
(opportunities for achievements) and functionings (actual achievements). Given the importance 
of these caregiver, household, and community characteristics in the wellbeing of a child, it is 
imperative that they be investigated as they pertain to the QoL of children with disabilities.   
 
In recognising that the QoL of children with disabilities is influenced by caregiver, household, 
and community characteristics, the first aim of this chapter, was to employ Ordinary Least 




associations between these characteristics and the QoL of children with disabilities. This 
analysis was conducted using the QoL indices constructed with General Household Survey 
(GHS) data in Chapter 3. Where the data allowed, a second aim was to explore OLS regressions 
for children’s QoL and these conversion factors to investigate how heterogeneity in disability 
influenced QoL. Since this current study is the first of its kind to index multidimensional QoL 
for children with disabilities in South Africa and consider heterogeneity in child disability, it 
is also appropriate for the newly constructed indices to be used in an analysis of parent, 
household and community characteristics that could influence children’s QoL. Conducting this 
kind of analysis provides a detailed account of the situation of children with disabilities in 
South Africa.  
 
6.2. Literature Review and Theoretical Framework 
6.2.1. The Influence of Parent and Household Characteristics on the Quality of Life of 
Children with Disabilities  
From existing national and international research on children with disabilities, authors have 
indicated that an array of variables external to a child can influence their QoL. These include 
living in a urban area, having easily accessible healthcare, and parents having an adequate level 
of education (Ben-David & Nel, 2013; He et al., 2017; Kellock, 2020; Rees et al., 2017; 
Saloojee et al., 2007). Global research highlights the negative effects that environmental 
influences can have on a developing child, specifically if children live in poverty (Chaudry & 
Wimer, 2016; Kellock, 2020; Mathye & Eksteen, 2016; Ward & Lee, 2020). In the United 
States of America, Chaudry and Wilmer (2016) note that neighbourhood poverty is strongly 
associated with lower access to healthcare, education, and other services, which undermines 
the QoL of children. Similarly, in the United Kingdom, Kellock (2020) asserts that in addition 
to a lack of services, the multidimensional wellbeing of children is diminished in poor 
neighbourhoods due to parental unemployment. These studies imply that children’s QoL is 
particularly dependent on their living environment and cannot be studied in isolation from 
neighbourhood, household, and parental characteristics.  
 
In relation to the neighbourhood and household characteristics that influence children’s QoL, 
aspects such as the urban/rural location of households, formal/informal housing, and the time 
taken to travel to healthcare and schools are a few aspects that have been explored (Clark et 
al., 2020; Rees et al., 2017). In terms of geographic location, the quality of people’s home 




asserts that these differences, especially in developing countries, extends beyond the 
availability of access to basic services such as water, electricity, and sanitation. Rather, 
educational and health differentials as well as the freedom of movement in terms of transport 
links and available recreational facilities are also evident as they are typically more developed 
in urban areas (Savahl et al., 2015; Tyrrell & Harmer, 2015). In a qualitative study on children’s 
subjective wellbeing for children aged 8 to 12 years between urban and rural areas in the 
Western Cape of South Africa, Rees et al. (2017) found that material deprivations were higher 
in rural areas. Furthermore, children in rural areas were more likely to live with extended family 
yet were less likely to spend time having fun with their families. Despite these differences, 
children in rural areas were more satisfied with their lives. These findings were unique since 
in other developing countries, namely, Argentina, Korea, and Romania, children in urban areas 
were likely to experience higher levels of subjective wellbeing. A limitation concerning the 
research conducted by Rees et al. (2017) however, was that the explanatory factors for a higher 
subjective wellbeing were not explored. Additionally, in South African research, adult 
participants in rural communities are almost always reported to experience lower QoL levels 
(Graham et al., 2014; Greyling & Tregenna, 2017; Whiteside-Mansell et al., 2019). Hence, a 
more in-depth investigation by Rees et al. (2017) would have been valuable.  
 
For children with disabilities, living in rural areas can expose them to a myriad of factors that 
can negatively influence their QoL. For instance, a lack of roads and transport in rural areas 
forces children to live in difficult to access terrains, hampering their freedom of movement if 
they are fortunate enough to have a wheelchair as an assistive device for a physical disability 
(Ben-David & Nel, 2013). Additionally, access to schooling and healthcare facilities are often 
hindered by the location which is usually a fair distance from the homes of children with 
disabilities. Access to these facilities are also known to be negatively impacted by 
underdeveloped road infrastructure (Ben-David & Nel, 2013; Department of Social 
Development, Department of Women, Children and People with Disabilities, & United Nations 
International Children's Emergency Fund [DSD, DWCPD & UNICEF], 2012).  
 
In South Africa, however, some small-scale studies have found results that would ordinarily be 
considered counterintuitive. For instance, Saloojee et al. (2007) and Elphick et al. (2015) found 
that children with disabilities in urban areas also have unmet education, welfare, and healthcare 




society, contributing to the formation of peri-urban townships, which are plagued by poverty, 
and a lack of services (Saloojee et al., 2007). 
 
Apart from the issues regarding access to services and underdeveloped infrastructure in rural 
areas, the type of housing in which a child with a disability resides also has a bearing on their 
QoL. These findings were evident in Darfur, Afghanistan (Trani et al., 2013; Trani & Cannings, 
2013) and South Africa, where Khumalo (2012) discusses the negative effects of poor housing 
conditions on the wellbeing of children. These negative effects arise from the makeshift 
housing arrangements that are constructed using fragile materials with insufficient thermal 
properties and that have a detrimental effect on the optimal development of children in society 
(Khumalo, 2012). These informal living conditions are found in both urban and rural areas in 
South Africa. In 2007, Richards et al. found that in relation to families who live in formal 
households, dwellers of informal housing structures experienced a lower QoL. For children 
without disabilities, growing up in informal housing can result in reduced cognitive 
development or the development of disabilities (Khumalo, 2012). It therefore stands to reason 
that the impact of informal living conditions on children with disabilities could fundamentally 
compound their QoL. 
 
Parent/caregiver characteristics are another central aspect that can influence the QoL of 
children. In this regard, the majority of the literature asserts that a mother’s education level 
influences children’s wellbeing (Comim et al., 2011; Hernandez & Napierala, 2014; Trani et 
al., 2011)., To illustrate this point, research in Afghanistan revealed that when a mother was 
aware of good hygiene practices, she was likely to teach her children these practices (Trani et 
al., 2011). Furthermore, Comim et al. (2011) inferred that when a mother is educated, she is 
likely to create a flourishing home environment for her children. Yet, aspects such as parent 
employment and disability status are also likely to shape children’s QoL (Ajefu & Moodley, 
2020; Ben-Arieh et al., 2014; Mont & Nguyen, 2013). These aspects would be particularly 
important for children with disabilities, whose dependence on adult caregivers are often greater 
than for non-disabled children. Evidence of this dependence on a father, is highlighted by 
Thula’s25 story. Thula is an adolescent boy whom I met in 2015. 
 





When viewed holistically, the complex relationship between childhood disability and parental 
and community characteristics is evident in Thula’s story. First, the costs of attending school 
in Thula’s case were elevated since his dad needed to hire transport to take Thula to school. 
These costs were in response to Thula’s restricted movements due to his multiple disabilities 
as well as the poor road infrastructure in a rural area. Additionally, Thula’s disability impacted 
on Dlamini’s ability to work full time and earn a sufficient income to support his development. 
Finally, and most discouragingly, the interaction of their living circumstances resulted in two 
detrimental outcomes: Dlamini’s loss of income and Thula’s consequent discontinuation of 
schooling. These patterns on the complex and bidirectional relationship between poverty 
(which was extremely prevalent in this rural community) and disability has been articulated in 
various research studies conducted in developing and developed country contexts (Braithwaite 
& Mont, 2009; Graham et al., 2014; Groce et al., 2013; Mitra, 2018; Mitra et al., 2017; Trani 
et al., 2018; Trani et al., 2011). I draw on Thula’s story as a demonstration of the role of parents 
as opposed to mothers in the QoL of children with disabilities, in a context of scarce literature 
on fathers and children with disabilities in South Africa. It should also be noted that the nature 
of households in South Africa is such that even where biological mothers are alive, many 
children, and children with disabilities in particular, are cared for by extended family members. 
It is therefore important to expand notions of care beyond mother or even parents to include 
other caregivers.   
Thula’s Story 
 
Thula was an adolescent boy with multiple disabilities living in deep rural South Africa. 
His dad (who I will call Dlamini), who was a traditional healer, had to stop working to 
take care of Thula.  
 
Thula was originally attending school but he would refuse to get into the hired transport 
to go to school without Dlamini being present. The school was also a fair distance from 
their home. As a result, Dlamini would spend a lot of time in the mornings accompanying 
the transport with Thula to school and then at midday, would have to turn clients away to 
fetch Thula from school.  
 
As a single dad, Dlamini found it difficult to take care of the home and work for sufficient 
hours to ensure that he could adequately support Thula and himself financially. Therefore, 
as a result of having to minimise his work hours, Dlamini was not longer able to afford 




From the literature and Thula’s story, it is evident that we cannot study the QoL of children 
with disabilities without considering parent, caregiver, household, and community 
characteristics. Therefore, to adequately understand and explain some of the complexities 
pertaining to these characteristics and the QoL of South African children with disabilities, 
Sen’s Capabilities Approach (CA) again proves useful.  
  
6.2.2. The Capabilities Approach and the Influence of Caregiver and Household 
Characteristics on the Quality of Life of Children with Disabilities  
In the language of the CA, conversion factors are necessary in determining the expansion or 
reduction of an individual’s capabilities (Comim et al., 2011; Robeyns, 2017). Trani et al. 
(2011) describe these conversion factors as elements which influence how resources can be 
converted into capabilities (opportunities for achievements) and functionings (actual 
achievements). According to Trani et al. (2011), conversion factors can be characterised as 
personal or social/environmental. In this regard, personal conversion factors are an individual’s 
age, gender and other personal factors (Comim et al., 2011; Nambiar, 2013), while 
social/environmental conversion factors are explained by geographic infrastructure, or societal 
hierarchies, amongst others (Comim et al., 2011; Trani et al., 2011). Since personal conversion 
factors of children with disabilities pertaining to their age, gender and race were analysed in 
Chapter 5, the focus of this chapter is social/environmental conversion factors. According to 
Comim et al. (2011), social/environmental conversion factors can be related to society or to 
household and parent characteristics. To demonstrate this point, they describe the mother’s 
levels of education in a household as a conversion factor for the enhancement of child 
capabilities.  
 
Ultimately, since the CA advocates for the improvement of QoL of all citizens, it enables an 
analysis of unfreedoms that can be addressed to enhance children’s capabilities. Thus, the 
associations are explored between the QoL of children with disabilities and conversion factors. 
These conversion factors include parental (both mother and father) education levels and 
employment status of parents and disability of parents. The geographic location of households, 
the type of household (formal or informal), the time taken for children to travel to school, time 
taken to travel to healthcare facilities, and the type of accessible healthcare (public or private) 
are also investigated. These factors were selected based on the availability of data in the GHS 





6.3. Research Methodology 
6.3.1. Ordinary Least Squares Regressions 
The most suitable estimation technique to use to estimate the associations between the 
multidimensional QoL index for children with disabilities (response variable) and selected 
explanatory variables (or conversion factors) at the two points in time (2011 and 2016) is 
Ordinary Least Squares (OLS). Hutcheson and Sofroniou (1999) identify OLS estimations as 
one of the most common and powerful statistical techniques in the social sciences, used to 
predict the values of a continuous response variable. Traditional OLS estimations seek to 
determine the linear relationship between the response and the explanatory variable. By 
conducting this type of analysis, one can estimate the change in the response variable associated 
with the unit change in the explanatory variable. Yet, in reality, the response variable is usually 
influenced by more than one explanatory variable. Furthermore, the error term and the 
regression line require consideration (see Stockemer, 2019). In terms of this study, the error 
term would refer to the factors that were not captured in the final QoL equation.   
 
Therefore, in order ascertain the association between children’s QoL and explanatory variables 
such as parental education levels, parental employment status and parental disability; the 
geographic location of households and the type of household; the time taken for children to 
travel to school, time taken to travel to healthcare facilities and the type of accessible 
healthcare, the following equation was used: 
 
𝑄𝑜𝐿𝑖 = 𝛽0 +  𝛽𝑚𝑋𝑚𝑖 +  𝑢𝑖  
 
Where QoLi is score of QoL for each child with a disability i (i=1…n),  
𝛽0 is the intercept on the y axis, 
βm is the coefficient indicating the importance of each explanatory variable,  
𝑋𝑚𝑖 refers to the vector of m explanatory variables of i (i=1…m) respondents, and 
𝑢𝑖 is the error term that captures all the factors not captured by the QoL equation. 
 
Prior to running the OLS, diagnostic tests needed to be conducted. Traditionally, these 
diagnostic tests explore the data for linearity (to ensure that the model is linear in parameters), 
multicollinearity between dependent variables, random sampling of observations, 




The assumptions of linearity and multicollinearity between dependent variables were not tested 
since the explanatory variables used in the analysis were transformed into dummy variables 
(Gujarati, 2014), as described in Section 6.3.2.  
 
To ensure a random sampling of observations, the method used to identify participants for the 
GHS are described in Section 3.4. Additionally, to meet this assumption of the number of 
observations in the regression models surpassed that of the parameters (explanatory variables) 
that were estimated (Field, 2013). In this regard, the number of observations were always 
greater than the 11, which is indicative of the number of explanatory variables.       
 
To test for heteroscedasticity, which Field (2013) explains as the unequal variance in the error 
term (residual) for the explanatory variables, White’s Test (Astivia & Zumbo, 2019) was 
conducted. Ideally, to conduct OLS estimations, homoscedasticity (as opposed to 
heteroscedasticity) is required wherein the error terms in the regression should all have the 
same variance (Stockemer, 2019). Using White’s Test (Astivia & Zumbo, 2019) involves 
plotting a regression of the squared residuals as a dependent variable with the predicted and 
squared predicted values as dependent variables. By plotting this regression, a null hypothesis 
of homoscedasticity is tested. Thus, if the significance value of the F-test is less than 0.05, we 
reject the null hypothesis and conclude that there is heteroscedasticity (Gujarati, 2014). In 
Appendix E, White’s Test (Astivia & Zumbo, 2019) reveals heteroscedasticity. In order to 
correct for heteroscedasticity, robust standard errors were then used in the final OLS 
estimations as a way of equalising the variances in the residuals pertaining to the models 
(Astivia & Zumbo, 2019).  
 
In terms of normality, this aspect becomes less of a concern when the data used in the analysis 
have a large sample size (more than 30). In this study, the sample sizes at the two points in time 
included over 1 000 cases. Central Limit Theorem states that if samples sizes are more than 30 
(Field, 2013), the sampling distribution will represent a normal distribution, irrespective of the 
population from which the sample was drawn. In the social sciences, data rarely fulfils this 
requirement of normality of the residuals, yet adequate conclusions can still be drawn from the 
estimations.  
 
Finally, endogeneity refers to the correlation between the error term in a regression and 




causality and when endogeneity is absent, it is assumed that the explanatory variables in a 
regression can influence the response variable (QoL) and not vice versa. In real world scenarios 
however, this occurrence is rarely the case (Stockemer, 2019). For instance, in this study, 
endogeneity would be absent if the QoL of children with disabilities had no influence on the 
parent level of education (by way of example). Yet, since household income was included in 
the QoL calculations, it could have had an effect on whether or not parents had the resources 
to study further. Thus, the assumption that parents’ education levels is not influenced the QoL 
of children with disabilities is flawed. From a CA lens, this reverse causality would be 
explained by the fact that income is a resource that can be converted into education for both 
children as well as for parents of children with disabilities (Sen, 1999b).  
 
Other reasons for endogeneity include omitting important variables in the regression models, 
using a sample that is non-representative, not examining for heteroscedasticity and not 
considering measurement errors, to name a few (Antonakis et al., 2014). These aspects were 
considered in the selection of the data source (Section 3.4.1) as well as the diagnostic tests 
already outlined in this section. 
  
A common technique to remedy endogeneity is the instrumental variable technique 
(Stockemer, 2019). Yet, in order to conduct this analysis, instruments should: (1) not be 
correlated with the explanatory variable; (2) not be part of the calculation for the response 
variable; and (3) not be correlated with the error term (Trani et al., 2018). Yet, due to the limited 
data available in the GHS, tests to identify suitable instruments within the data had failed since 
many of the remaining variables were found to be correlated with the error term. These 
correlations are largely attributed to the multidimensionality of the QoL indices across both 
individual level and household level indicators. As such, in line with similar issues experienced 
by Greyling (2013) and Greyling and Tregenna (2017), the OLS regression analysis was used 
to determine whether associations are present between the explanatory and response variables 
and no claims were made relating to causality.  
 
 
6.3.2. Final Selection of Regression Variables   
As already mentioned, selecting explanatory variables for the final analysis, although 
embedded in literature were largely determined by the availability of data. For instance, while 




Development, 2013; Patel, et al., 2017), the data do not allow for an analysis of this nuance. 
Rather the data captures variables pertinent to parental characteristics. The final list of 
explanatory variables is found in Table 6.1 and is inclusive of data present in both the 2011 
and 2016 waves of data: 
 
Table 6.1: Coding of Dummy Variables included in Regression Analyses 
Variables Coding 
Parent (Mother/Fathers) Education 
No education Reference group 
Primary education  1 if yes (0 otherwise)  
Some secondary education 1 if yes (0 otherwise) 
Secondary education completed 1 if yes (0 otherwise) 
Tertiary education  1 if yes (0 otherwise) 
Parent (Mother/Fathers) Employment Status 
Unemployed Reference group 
Employed 1 if yes (0 otherwise)  
Parent (Mother/Fathers) Disability Status 
Disability Reference group 
No disability 1 if yes (0 otherwise)  
Geographic Location of Household 
Rural Reference group 
Urban 1 if yes (0 otherwise)  
Type of Household 
Informal Reference group 
Formal 1 if yes (0 otherwise)  
Time Taken for Children to Travel to School 
More than 15 minutes Reference group 
Less than 15 minutes 1 if yes (0 otherwise)  
Time Taken to Travel to Healthcare 
More than 30 minutes Reference group 
Less than 30 minutes 1 if yes (0 otherwise)  
Type of Accessible Healthcare  
Public  Reference group 
Private  1 if yes (0 otherwise)  
Source: Author’s calculations based on 2011 and 2016 GHS 
 
Furthermore, regressions in this chapter were conducted with all children with disabilities as a 
homogenous group at both points in time (2011 and 2016). Following this analysis and to 
account for the heterogeneity in child disabilities, additional regressions differentiating by the 
types and severities of childhood disabilities were then conducted. Conducting the regressions 





The regressions, which were estimated using OLS for all children with disabilities in 2011 and 
2016 revealed R2 = 0.65 and R2 = 0.61, respectively, indicating that the selected explanatory 
variables explained 65% of the variance in the QoL of children with disabilities in 2011 and 
61% in 2016. In both instances, the p-value for the F-tests were significant (p=0.000), 
indicating that the models were a good fit (Frost, 2019). The results of the OLS regression for 






Table 6.2: OLS Regressions for Children with Disabilities in 2011 and 2016 




(Beta) Std. Error 
Standardised 
Coefficient 
(Beta) Std. Error 
 Observations (N) 1 619 1 246 
 (Constant) 66.19*** 1.26 63.12*** 1.25 
Mother primary education  
(no education = ref) 
0.01 0.69 0.09 0.64 
Father primary education 
(no education = ref) 
0.02 0.81 0.00 0.91 
Mother some secondary education 
(no education = ref) 
0.04 0.55 0.11** 0.30 
Father some secondary education 
(no education = ref) 
0.06*** 0.73 0.15*** 0.38 
Mother secondary education complete 
(no education = ref) 
0.12*** 0.69 0.19*** 0.25 
Father secondary education complete 
(no education = ref) 
0.07*** 0.87 0.04 0.30 
Mother tertiary education 
(no education = ref) 
0.06*** 1.38 0.04 0.41 
Father tertiary education 
(no education = ref) 
0.07** 1.61 0.05* 0.40 
Mother’s disability 
(no disability = ref) 
0.03 0.57 -0.01 1.01 
Father’s disability 
(no disability = ref) 
-0.01 0.76 -0.08** 0.97 
Mother employed 
(no employment = ref) 
0.04 0.51 0.02 0.79 
Father employed 
(no employment = ref) 
0.04 0.65 0.18*** 0.79 
Urban 
(rural = ref) 
0.51*** 0.44 0.48*** 0.79 
Formal housing 
(informal housing = ref) 
0.24*** 0.53 0.21*** 0.87 
Time to travel to healthcare < 30 mins 
(travel > 30 mins = ref) 
0.01 1.21 0.11*** 0.88 
Private healthcare 
(public healthcare = ref) 
0.14** 0.63 0.13*** 0.12 
Time to travel to school < 15 mins 
(travel >15 min = ref) 
0.03 0.41 0.01 0.72 
 Adjusted R2 0.65 0.61 
Dependent variable: QoL 
*, **, and *** represent significance at 10%, 5% and 1% levels respectively.  





In 2011, the following variables specific to parent characteristics were significantly associated 
with the life quality of children with disabilities: both parents’ education levels (with higher 
levels of education having a positive relationship when compared to no education). 
Additionally, in relation to household and community characteristics, the following variables 
were significant: geographic location (with urban residency having a positive relationship 
compared to rural residency); dwelling type (with formal dwelling types having a positive 
relationship over informal dwellings); and the type of healthcare used (with the use of private 
healthcare having a positive relationship compared to public healthcare). In 2016, the following 
parent characteristics were also significant in their association with children’s QoL: both 
parents’ education levels (with higher levels of education having a positive relationship 
compared to no education); father’s disability status (with a disability having a negative 
relationship compared to when a father had no disability); and father’s employment status (with 
employment having a positive relationship over instances where a father was unemployed). 
Furthermore, household and community characteristics that were significant included: 
geographic location (with urban residency having a positive relationship compared to rural 
residency); dwelling type (with formal dwelling types having a positive relationship compared 
to informal dwellings); time travel to healthcare (with a time travel of less than 30 minutes 
having a positive relationship compared to a time travel of more than 30 minutes); and the type 
of healthcare used (with the use of private healthcare having a positive relationship over the 
use of public healthcare).  
 
In the next step of the analysis, regressions with the same explanatory variables were run in 
relation to the types of disabilities experienced by children. These analyses were implemented 
at two points in time (2011 and 2016). The regressions run separately for children with different 
types of disabilities have a R2 of between 0.38 and 0.65 implying that the explanatory variables 
in the regressions explained between a third and two-thirds of the variance in the composite 
index of QoL for children with disabilities. In all instances, the p-value for the F-tests were 
significant (p=0.000). The results of the regression analyses are found in Table 6.3. The 
significant findings are discussed next specifically where these findings were significant at the 
two points in time or where they emerged as significant in the 2016 cohort since these findings 




Table 6.3: OLS Regressions by Type of Disabilities in 2011 and 2016 
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Observations (N) 464 305 201 102 129 119 356 320 133 68 323 298 
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 Adjusted R2 0.63 0.57 0.65 0.40 0.48 0.44 0.59 0.38 0.56 0.48 0.63 0.51 
Dependent variable: QoL 
*, **, and *** represent significance at 10%, 5% and 1% levels respectively.  





In terms of parent education, it is notable that the QoL of children with sight, hearing and 
walking difficulties, was significantly and positively associated with fathers’ attainment of a 
tertiary level education compared to those whose fathers had no education. For children with 
difficulties in remembering, a positive and significant association was witnessed between the 
mother’s attainment of a tertiary level education and child QoL compared to those whose 
mothers had no education. Lastly, for children with communication and multiple disabilities, 
the completion of a secondary level education by a father was significantly and positively 
associated with QoL compared to those whose fathers had no education.  
 
In terms of parental disability, it appeared that a mother’s disability status was not associated 
with the QoL of children with disabilities. However, for children with hearing disabilities, 
having a father with a disability was significant and negatively associated with children’s QoL 
compared to those whose fathers did not have a disability. Finally, in relation to parental 
characteristics, the employment of a mother was significant and positively associated with the 
QoL of children with sight difficulties when compared to those whose mothers were 
unemployed. Finally, the employment of a father was positively and significantly associated 
with the QoL of children with multiple disabilities compared to those whose fathers were 
unemployed.  
 
There were two household and community characteristics that had a significant and positive 
association with children’s QoL, irrespective of the type of disability experienced. These were 
the urban location of a household over rural residency and residing in a formal dwelling type 
rather than informal dwellings. Other aspects that were significant and positively influenced 
the QoL for children with difficulties in remembering was a travel time of less than 30 minutes 
to healthcare compared to those who had a travel time of more than 30 minutes to healthcare. 
Furthermore, access to private healthcare had a positive association on QoL for children with 
multiple disabilities compared to those with access to public healthcare. 
 
For the last step in the analysis considered in this chapter, regressions with the same 
explanatory variables were run in relation to the severities of disabilities experienced by 






Table 6.4: OLS Regressions by Severity of Disabilities in 2011 and 2016 
 Moderate Severe 










 Observations (N) 1 161 874 448 373 








Mother primary education  









Father primary education 









Mother some secondary education 









Father some secondary education 









Mother secondary education complete 









Father secondary education complete 









Mother tertiary education 









Father tertiary education 





































































Time to travel to healthcare < 30 mins 



















Time to travel to school < 15 mins 









 Adjusted R2 0.60 0.40 0.62 0.43 
Dependent variable: QoL 
*, **, and *** represent significance at 10%, 5% and 1% levels respectively.  
Source: Author’s calculations based on 2011 and 2016 GHS 
 
The regressions run separately for children with different severities of disabilities have a R2 of 
between 0.40 and 0.62 implying that the explanatory variables in the regressions explained 
between 40% and 62% of the variance in the composite index of QoL for children with 




Similar to the findings on the types of disabilities experienced by children, parent education 
played a role. QoL for children with moderate disabilities was positively and significantly 
associated with both a mother and father’s tertiary level education when compared to those 
whose parents had no education. For children with severe disabilities, only a mother’s 
completion of secondary education appeared to have a positive association with children’s QoL 
when compared to those whose mothers had no education. Furthermore, for children with 
severe disabilities, having a father with a disability was significant and negatively associated 
with QoL over those whose fathers did not have a disability. For children with moderate 
disabilities, the employment of a father was significant and positively associated with the QoL 
over those whose fathers were unemployed.    
 
Again, it was evident that the urban location of a household and residing in a formal dwelling 
type were significant and positively associated with children’s QoL when compared with rural 
locations and informal dwelling types, irrespective of the severity of disabilities. For those with 
moderate disabilities, a travel time of less than 30 minutes to healthcare was also positively 
associated with QoL over those with a travel time of more than 30 minutes. Lastly, for all 
children with disabilities, there was a significant and positive association between access to 
private healthcare and QoL when compared to access to public healthcare.  
 
6.5. Discussion and Conclusion  
The analysis undertaken in this chapter sought to explore the conversion factors (aspects that 
enable children to achieve functionings) that explain the variance in the multidimensional QoL 
of children with disabilities in South Africa. The analysis revealed that there are a variety of 
parent and household characteristics that extends beyond the common conversion factor 
identified in the literature, namely, a mother’s level of education (Comim et al., 2011; 
Hernandez & Napierala, 2014; Trani et al., 2011) that are associated children’s QoL. 
 
When children with disabilities are considered as a homogenous group, it is noted that a few 
parental characteristics were associated with children’s QoL. More specifically, parents’ 
(mother and father) education levels and fathers’ employment status were found to have a 
positive association with children’s QoL. This finding could be attributed to the fact that 
household income forms part of the multidimensional QoL measure for children. It is 
documented that low levels of education result in decreased levels of employability and earning 




education and a father being employed should result in higher income, which makes up part of 
the QoL index. An additional finding was that a father with a disability negatively affected 
children’s QoL compared to those whose fathers did not have a disability. Similar trends have 
been revealed in countries such as Tanzania and Vietnam, albeit relating to children without 
disabilities (Ajefu & Moodley, 2020; Mont & Nguyen, 2013), and may be attributed to the 
ways in which parental disability and employment interact to affect income levels of 
households.  
 
In addition to parental characteristics, a few household and community characteristics were 
also associated with children’s QoL. These were geographic location (with urban residency 
having a positive relationship over rural residency); dwelling type (with formal dwelling types 
having a positive relationship over informal dwelling); time travel to healthcare (with a shorter 
travel time having a positive relationship compared to longer travel time) and the type of 
healthcare used (with the use of private healthcare having a positive relationship rather than 
public healthcare). The finding on geographic location and dwelling type is not surprising given 
that the greatest contributor to children’s QoL in the multidimensional measures are basic 
services in the forms of water, sanitation, electricity and refuse removal. In South Africa, these 
services are typically more accessible in urban areas and in formal household structures 
(National Planning Commission, 2013). It is important to note that the findings of this research 
contradict those of Rees et al. (2017) who found that children in rural areas experienced a 
higher QoL. Rather, the higher QoL of children with disabilities in urban areas are more 
indicative of global research trends in countries like Argentina, Korea, and Romania (Rees et 
al., 2017) as well as other South African research on QoL amongst adults (Graham et al., 2014; 
Greyling & Tregenna, 2017). Additionally, aspects such as a shorter travel time to healthcare 
and the availability of private healthcare are more reminiscent of urban areas when compared 
to deep rural parts of South Africa (Berger, 2007; Maphumulo & Bhengu, 2019).  
 
From the perspective of the CA, it can be concluded that the capabilities of children with 
disabilities are therefore expanded by a variety of conversion factors (Robeyns, 2017). These 
factors include higher education levels of parents, parental employment, and urban residency 
in formal dwellings. Reduced travel time to healthcare and the availability of private healthcare 
compared to public healthcare were positively associated with children’s multidimensional life 
quality. The presence of a father’s disability on the other hand, was seen to reduce the 




The results of this chapter have various implications for the implementation of public policy in 
South Africa. First, this research brings to light the importance of parental education (not solely 
limited to mother’s education) in the QoL of children with disabilities. The results of this study 
highlight the importance of ensuring that all individuals are afforded fair opportunities to 
progress through the basic education system in South Africa. Largely, I make this 
recommendation given the evidence in this research pointing to the intergenerational 
consequences of completing an education since it is evident that higher parental education 
levels are associated with higher levels of QoL in children with disabilities. In these instances, 
support for parents to study further through access to facilities of care and good schools for 
children with disabilities is recommended. For parents who do not want to further their 
education, self-help groups aimed at empowering caregivers to exercise agency in enhancing 
the QoL of children also proved instrumental (Elphick et al., 2014) and could be implemented 
on a wider scale. Second, in terms of support for parents with disabilities, better implementation 
of the White Paper on the Rights of Persons with Disabilities (Department of Social 
Development, 2016) is required. This White Paper promotes the inclusion of persons with 
disabilities in all aspects of development. Better implementation of the policy directives would 
therefore have a two-pronged benefit, both for children with disabilities themselves as well as 
their parents who experience disabilities. As such, it is envisaged that better implementation of 
the policy, specifically pertaining to employment and the economic rights of persons with 
disabilities would in some way mediate the negative effect of a father’s disability on his 
children’s QoL. Lastly, in terms of community level characteristics, this research highlights 
the ongoing inequalities between urban and rural living in South Africa (National Planning 
Commission, 2013). As such, the importance of the focus on rural development, and service 
provision in rural areas in the National Development Plan is highlighted as well as its need for 
improved implementation. Emanating from the findings of this research, aspects for 
improvement include accessibility of basic services, household infrastructure development, as 
well as improved access to healthcare and bettering the physical access to these facilities 
though road and transport infrastructure.   
 
Considering these important policy implications, this chapter’s limitations should also be 
noted. A first limitation pertains to the lack of engagement with children’s specialised needs or 
assistive devices relating to their specific types of disabilities. This limitation is due to the lack 
of data in the GHS in this regard and overall, it restricts the ability to analyse conversions 




outlined areas is recommended for consideration in future research studies of this nature. A 
second limitation, in line with other chapters in this study, relates to hearing the voices of 
children with disabilities as it pertains to the quality of the lives they live. To achieve this goal, 
qualitative research is recommended.  
 
Despite these limitations, this study in its entirety has offered insights into the lives of children 
with disabilities in South Africa that are currently, to the best of my knowledge, absent from 
the literature. It has offered a comparative analysis of the multidimensional QoL of children 
with disabilities in relation to heterogeneity in disability and has investigated the 
social/environmental aspects that influence their QoL since children do not develop in isolation 




7. Chapter 7: Conclusions and Recommendations 
 
7.1. Introduction 
International and national literature points to a dearth of research on how the multidimensional 
quality of life (QoL) of children differs in relation to disability status, heterogeneity in 
disabilities; and how parent and household characteristics may influence QoL outcomes (Ben-
David & Nel, 2013; Department of Social Development, Department of Women, Children and 
People with Disabilities, & United Nations International Children's Emergency Fund [DSD, 
DWCPD & UNICEF], 2012; Trani et al., 2013; Trani & Cannings, 2013; Visser et al., 2016). 
These knowledge gaps are largely attributed to the different ways in which QoL is 
conceptualised and how it may be applied to assessing the QoL of children with disabilities. 
Furthermore, the different approaches that exist in understanding disabilities result in a lack of 
consensus on the constituents of wellbeing, consequently resulting in limited empirical 
assessments into the QoL of  children with disabilities (African Child Policy Forum [ACPF], 
2011) and how to best to promote their needs and rights.       
 
Given the urgent need for research to assess how children with disabilities are progressing in 
South Africa, this study set out to construct a QoL index encompassing six dimensions. The 
study was informed by the Capabilities Approach (CA). It was also guided by the principle of 
Ubuntu which acknowledges the innate worth and dignity of all children, and especially 
children with disabilities who are likely to be more disadvantaged due to their vulnerability 
and their particular needs and challenges. The indices were constructed over two points in time 
(2011 and 2016) and for the following reasons: 1) To determine the dimensions that constitute 
children’s multidimensional QoL; 2) To ascertain whether the QoL of children with and 
without disabilities differed at the two points in time; 3) To determine whether the QoL of 
children with disabilities differed based on the severity and type of disability at the two points 
in time; and 4) To determine whether parental characteristics and household level factors 
influenced children’s QoL. 
 
The QoL dimensions included in the index were inclusive of individual and household level 
characteristics, as determined through an analysis of existing indices (see Table 3.3 in Chapter 
3) and categorical principal component analysis (CATPCA). The dimensions were important 
since they maintained prominence over the developmental lifespan of children (Ben-Arieh et 




with disabilities in South Africa. Yet, it is recognised that this study is by no means exhaustive 
but rather, serves as a basis from which future QoL research may coalesce and grow.   
 
This chapter provides an overview of the research findings, conclusions and recommendations 
for policy as well as future research ideas. This study’s original contribution to knowledge is 
also highlighted.  
 
7.2. Key Research Findings  
7.2.1. Dimensions of Quality of Life  
In response to the lack of consensus relating to the constituents of multidimensional QoL, an 
analysis of the South African General Household Survey (GHS) revealed that six dimensions 
were central to a basic QoL for South African children. Using CATPCA and the method of 
Nicoletti et al., (2000), which recognises the importance of one dimension over another within 
an index, 1) access to basic services, 2) access to food, 3) household income, 4) assets, 5) 
education, and 6) care resources available to children emerged as QoL dimensions that could 
be aggregated into a single index. To test the adequacy of these dimensions in a newly 
constructed QoL index, the following steps were taken. First, the analysis was undertaken at 
two points in time (2011 and 2016) to ascertain if there was some level of consistency in terms 
of the indicators and dimensions that loaded onto the latent variable, namely, QoL. Second, the 
analysis was undertaken for all children and then for children with disabilities as a separate 
group at both periods in time. This approach was adopted to ensure that the indices could be 
tested as they pertained to the different samples of children. As such, the contribution of this 
study as it pertains to objective one was that robust multidimensional QoL indices appropriate 
for 1) all South African children and 2) children with disabilities were constructed at two points 
in time.  This procedure yielded statistically sound measures of QoL which could be used for 
comparative analyses of 1) children with and without disabilities; and 2) children with different 
types and severities of disabilities. These measures were the first of their kind to index 
multidimensional QoL for children with disabilities in South Africa and consider heterogeneity 
in child disability.  
 
From the perspective of the CA, it is important that QoL be evaluated in relation to the 
instrumental and intrinsic value of QoL dimensions (Sen, 1985). For instance, the most 




own can contribute to a better QoL, thus demonstrating its intrinsic value (value for its own 
sake). However, there is also an instrumental value of education as it can lead to the attainment 
of further education, a good job or higher income levels. In this sense, the instrumental value 
of education is demonstrated as it has the ability to unlock further human capabilities (Kumar, 
2017).  The QoL domains in this study include education as well as aspects such as access to 
basic services, access to food, household income, assets and care resources, and are all 
recognised elements that are central to the optimal development of children in society (Ben-
Arieh et al., 2014; Patel, et al., 2017; Trani et al., 2011; Wallander & Koot, 2016). We know 
for instance that children require these material and non-material resources if they are to fare 
well. The validated dimensions of QoL that emerged from the study demonstrate their 
instrumental and intrinsic value in relation to QoL (Omotoso et al., 2019; Shung-King et al., 
2019; Trani et al., 2013). Access to adequate basic services and food can influence child health 
(Trani et al., 2013; United Nations Development Programme, 2018) or  access to income and 
assets can serve to unlock further capabilities and enhance resilience to potential poverty (Ford 
Foundation, 2002; Patel, et al., 2017). In this regard Ben-Arieh et al. (2014) and Wallander and 
Koot (2016) contend that the above mentioned dimensions are valuable since they maintain 
prominence across the lifespan of children and  are  prerequisites for a good QoL both in the 
present and future. 
 
Yet, one of the disadvantages associated with indices is the misinterpretation of a single 
aggregated score relating, in this case, to QoL. For this reason, further objectives in this study 
sought to apply the index and outline detailed explanations of the results that may be useful in 
terms of policy and practice.  
 
7.2.2. Assessment of the Quality of Life of Children with and without Disabilities in 2011 
and 2016 
In 2011, a significant difference was evidenced in the QoL of children with disabilities 
(?̅?=79.9, SD=10.4) which was lower than that of children without disabilities (?̅?=80.6, 
SD=10.7) in South Africa. This difference yielded a very small effect size. Since small effect 
sizes can be amplified in positive or negative ways (Tabachnick & Fidell, 2007), it is essential 
that this difference be captured for monitoring QoL over time. In 2016, there was no significant 
difference in terms of children’s multidimensional QoL pertaining to the disability status of 




higher than those with disabilities (?̅?=81.5, SD=9.9). These findings may in part be explained 
by the fact that child poverty as a whole decreased in South Africa between 2011 and 2016 
(Children’s Institute, 2020). In this regard, it was positive to see that the gap in disparities 
between children with and without disabilities was slowly closing.  
 
The research findings also revealed that the order of dimensions which explained QoL were 
different for children with disabilities at the two points in time. Table 4.4 in Chapter 4 
demonstrates that the order of dimensions explaining the differences in QoL between children 
with and without disabilities was similar in 2011. More specifically, access to services emerged 
as the most important dimension in QoL, explaining approximately 22% of the final QoL score, 
while food access explained 11%. Income on the other hand explained just over 8%, with assets 
(8%), education (6%) and care resources (5%) explaining smaller proportions of the final QoL 
score. The fact that access to basic services emerged as the most important dimension in QoL 
is particularly pertinent in South Africa, as we note that intergenerational racial inequalities 
and service access linger in society due to the ongoing legacy of apartheid. In 2016, we again 
see that access to services emerged as most important for all children, explaining approximately 
21% of the final QoL scores. Yet, we see that a shift in the order of dimensions was evident 
with income (12%) being more important than food access (8%) for children with disabilities. 
By contrast, food access (10%) explained a higher proportion of QoL than income (8%) for 
children without disabilities. Other dimensions in QoL including assets, education and care 
resources explained approximately 7%, 6% and 5% of the final QoL scores in both groups of 
children. These results reveal the necessity of disaggregating child data by disability in 
understanding QoL since the circumstances of children with disabilities would otherwise be 
masked by the data presented on all children. More specifically, the finding that income 
explains more of the final QoL scores than food access for children with disabilities is central. 
This centrality is because of the higher costs of living with a disability as well as the fact that 
certain family members’ ability to earn an income could be compromised due to the elevated 
care needs of a child with a disability (UNICEF, 2013). These circumstances may have a 
negative influence on the poverty-disability nexus and thus, income support is central if 
children with disabilities are to progress in society.  
 
When viewed through the CA, the dimensions explaining QoL demonstrated a most immediate 
need in expanding the capability of access to services – inclusive of water, electricity, sanitation 




society. This finding on access to basic services is also evident in adults (Greyling & Tregenna, 
2017), including adults with disabilities (Graham & Ross, 2016; Suich et al., 2020) in South 
Africa.  
 
For children with disabilities in 2016, income was the next most immediate need, yet for 
children without disabilities, food access was more important in terms of QoL. Both these 
dimensions of life quality are central to the development of a child in relation to bodily health, 
education and unlocking further opportunities for optimal development in terms of the 
instrumental value of both income and food access. These findings are particularly important 
for two reasons. First, the South African Government, through the Care Dependency Grant 
discussed in chapter 1 makes provision for income support to poor households in which a child 
with a severe disability requires full time care. However, unclear eligibility criteria, mainly 
pertaining to what constitutes a disability, prevents the effective uptake of the Care 
Dependency Grant (Kidd et al., 2018). According to Kidd et al. (2018), some medical officers 
in South Africa conduct literal examinations of disability to determine whether children can 
wash or feed themselves (as examples). If children can conduct such activities, they would be 
excluded from the grant, resulting in some children being unable to access this type of social 
assistance despite needing significant support. In other instances, medical officers do not have 
the resources to undertake examinations to certify the eligibility of Care Dependency Grant 
applicants. Since caregivers cannot receive both the Child Support Grant and the Care 
Dependency Grant for the same child, they would be able to access the Child Support Grant if 
they cannot produce evidence of the eligibility for the Care Dependency Grant. These 
challenges within the disability assessment system has negative impacts on the ability of 
caregivers to access social assistance for children with disabilities. The issue of unclear 
eligibility criteria leads to a lower number of Care Dependency Grant beneficiaries. In 2020, it 
was estimated that 157 172 caregivers accessed the Care Dependency Grant on behalf of their 
children (Patel, in press). Yet, by extrapolation, if 30% of children with disabilities in South 
Africa presented with severe disabilities (as determined in Chapter 5), approximately 413 700 
children should have received this grant in 2020. These extrapolated numbers suggest that 
approximately 60% of children with severe disabilities qualify for, yet do not get the Care 
Dependency Grant. In addition, it is not clear how many children accessing the Child Support 
Grant should in fact be recipients of the Care Dependency Grant. Circumstances like those 






Second, food access as a mediator of child wellbeing is becoming increasingly important in 
South African research (Graham et al., 2015; Khan, 2018; Patel, et al., 2017). This importance 
stems from the fact that adequate food access is imperative for the cognitive and physical 
development of a child (Agüero et al., 2007). In 2014, Shisana et al. (2014) highlighted the fact 
that 26% of the South African population had already experienced hunger and that an additional 
28% were at risk for hunger. The findings of this research, reveal that food access is a more 
prominent feature of QoL for children without disabilities. This may arguably be a consequence 
of the higher monetary value of the Care Dependency Grant (approximately US$120 in 2020) 
which possibly provides more food security than the Child Support Grant (approximately 
US$29 in 2020) which is of a lower monetary value. However, in the context of rising food 
prices that result in poor food choices (selecting to buy food with a low nutritional value) 
(Waidler & Devereux, 2019), additional research is required to be able draw a definitive 
conclusion.  
 
While other QoL dimensions such as assets, education and care resources were also identified 
within the multidimensional wellbeing index, they collectively explained less than 20% of the 
QoL of children. This finding indicates that if we are to make strides in improving the QoL of 
children in South Africa, access to basic services, income support and food access are three 
areas that require our most immediate attention.     
 
The above analysis was also taken a step further to determine whether disability status varies 
if other markers of inequality are taken into account such as race, gender and age (Omotoso et 
al., 2019). A promising finding was that no differences in QoL were evidenced between 
children with and without disabilities based on their gender in 2011. However, in 2016, we 
note that female children had a significantly higher QoL with a small effect size when 
compared to male children, irrespective of their disability status. In this regard, female children 
without disabilities (?̅?=82.2, SD=10.1) had a significantly higher QoL compared to male 
children without disabilities (?̅?=81.8, SD=10.3) and QoL of female children with disabilities 
(?̅?=82.1, SD=9.6) was significantly higher than male children with disabilities (?̅?=80.8, 
SD=10.1). South African research conducted in relation to adults with disabilities demonstrates 
that women with disabilities are more likely to experience a higher level of inequalities 




with disabilities are evident in other developing countries but usually favour male children 
(Trani et al., 2013; Trani & Cannings, 2013). Hence, the fact that female children experienced 
a higher QoL in this study is counterintuitive and requires further investigation.  
 
When age was considered, we consistently saw that older children experienced a higher QoL 
compared to younger children, irrespective of their disability status at both points in time. In 
this regard, the QoL scores of older children (13-17 years old) were approximately 4 points 
higher than those of younger children (5-8 years), irrespective of their disability status. Cronin 
and Mandich (2015) attributes the higher QoL of older children to the fact that both child and 
caregiver capabilities expand when children age. This expansion of capabilities refers to the 
attainment of new skills and ways of managing disabilities.  
 
Lastly, and most disconcertingly, racial disparities continued to be rampant in terms of the QoL 
of children in both 2011 and 2016. More specifically, in 2011, Black African children attained 
an average QoL score of approximately 78, irrespective of their disability compared to White 
children where the average QoL score was approximately 92. Similarly, in 2016, the average 
QoL score of Black African children was approximately 80 compared to that of approximately 
93 in White children, irrespective of disability status. In this regard, research consistently points 
to the effects of race in terms of Black African children with disabilities experiencing greater 
deprivations (DSD, DWCPD & UNICEF, 2012; Statistics South Africa, 2014a). This finding 
demonstrates the persistency of racial inequality amongst all children, and particularly children 
with disabilities in South Africa.  
 
7.2.3. Quality of Life and Heterogeneity of South African Children with Disabilities in 
2011 and 2016 
On a global level, there is a dearth of comparative data on the multidimensional QoL of children 
with disabilities considering the type as well as severities of disabilities experienced. These 
differences in type and severity are referred to as heterogeneity in this study and was the focus 
of the next research objective.  
 
In terms of the results on the severity of disabilities experienced, there was a statistically 
significant difference between children with severe and moderate disabilities. In both 2011 and 




which was higher than the average QoL score of approximately 79 attained by children with 
severe disabilities.  
 
   
Figure 7.1: Comparisons of the Variance in QoL Dimensions for Children Based on the 
Severity of Disabilities in 2011 and 2016  
Note: Data originally presented in Chapter 5 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
When the dimensions explaining the differences in QoL were investigated at the two points, 
the data revealed that in 2011, there were no differences in the order of components explaining 
QoL for children with moderate and severe disabilities. In 2016 however, it was noted that 
basic services remained the most important component that explained QoL irrespective of the 
severity of disability. This finding again highlighted the fact that access to services – inclusive 
of water, electricity, sanitation and refuse removal – is an important determinant of QoL in 
South Africa. Yet, the second most important dimension in QoL for children with severe 
disabilities was income compared to food access for children with moderate disabilities. The 
fact that income was important for children with severe disabilities may be attributed to the 
increased costs of living with a severe disability and the need for elevated levels of care (Kidd 
et al., 2018; Mitra et al., 2017). Therefore, as discussed in Section 7.2.2, expanding income 
support mechanisms through existing social assistance programmes in South Africa is 
important. For children with moderate disabilities, food access emerges as the second most 
important dimension in QoL, extending existing research on the mediating effects of food 
security in determining child wellbeing in South Africa (Agüero et al., 2007; Graham et al., 
2015; Patel, et al., 2017) to include those with disabilities. While access to food is a basic 





































(Ashley, 2016; Hochfeld et al., 2016; UNICEF, 2019). It is therefore important that food access 
be prioritised for children with disabilities.  
 
When the types of disabilities experienced were considered, trends similar to the findings 
relating to severity of disability were evident, particularly in 2016. For instance, in Table 7.1, 
we see that basic services, income and food access emerged as the top three dimensions that 
explained QoL between children with different types of disabilities. In this regard, services 
were most important for children with sight, hearing and multiple disabilities while for those 
with walking and remembering difficulties, income emerged as the most important variable 
explaining QoL.  
 











































































































































Education  Assets 
% variance 
explained 
21.5 13.1 8.8 8.0 6.6 6.0 
Note: An analysis of communication disabilities was omitted in 2016 since n=69 and the minimum required 
sample for CATPCA is n=100 (Mundfrom et al., 2005)  
Note: Data originally presented in Chapter 5 
Source: Author’s calculations based on 2011 and 2016 GHS 
 
We see from the different order of components that constitute QoL for children with different 
types of disabilities, that an expansion of child capabilities in terms of access to basic services, 
food and income support to children with disabilities consistently emerged as priority areas. In 
line with other findings in this research, access to water, electricity, sanitation and refuse 
removal were the most important determinants of QoL for children with sight, hearing and 
multiple disabilities. Yet, for children with difficulties in walking and remembering, income 
was the most important dimension in QoL. This finding for children with walking difficulties 
may be explained by the elevated costs of assistive devices required for children with walking 
disabilities in the form of a wheelchair, as an example. For children with difficulties in 
remembering, which could lead to learning disorders, research demonstrates that emotional and 
behavioural disorders often coexist (Centres for Disease Control [CDC], 2020). As such, 
children with these disabilities often require additional care resources to include closer 
supervision and specialised schooling. These are often additional costs that may explain the 




care resources were ranked lower than other components does not minimize their significance 
in determining QoL of children with different types of disabilities. However, for education 
specifically, the inclusion of education indicators in large population surveys to track the 
developments of children in special needs education would enhance our understanding of 
education as a dimension of QoL.  
 
In the next step of the analysis, the findings related to understanding the intersection of race, 
gender, age and disability revealed an interesting result pertaining to the types of disability 
experienced. In line with other African research on adults with disabilities (Mitra, 2018), 
children with walking disabilities experienced the lowest QoL scores in South Africa. This 
finding was particularly true of children with walking disabilities who fell within the following 
demographic categories: children aged 5 – 8 years, children aged 9 – 12 years, Black African 
children and White children. These findings on walking disabilities mirror research conducted 
by Ben-David and Nel (2013) who found that a lack of assistive devices and underdeveloped 
physical terrains hinder the development and participation in society of children with walking 
disabilities.   
 
7.2.4. Factors influencing Quality of Life: Parental and Household Characteristics 
The last study objective interrogated whether caregiver and social/environmental 
characteristics had any bearing on the QoL of children with disabilities. In this regard, the 
findings were fairly consistent (even when heterogeneity in disability was considered) 
highlighting the fact that caregiver characteristics such as higher levels of parental (mother and 
father) education when compared to no parental education and a father being employed was  
positively associated with children’s QoL. These findings could be attributed to the fact that 
household income formed part of the multidimensional QoL measure for children. Where a 
father was employed, household income was likely to be higher. Furthermore, parents with 
higher levels of education are likely to have a better earning potential (Awan et al., 2011; 
Grech, 2015).  
 
In terms of social/environmental characteristics, the geographic location (with urban residency 
having a positive relationship to QoL over rural residency) including dwelling type (with 
formal dwelling types having a positive relationship compared to informal dwelling); time 




healthcare used (with the use of private healthcare having a positive relationship compared to 
public healthcare) influenced QoL. In both 2011 and 2016, the average QoL score of children 
with disabilities in rural areas was approximately 72, which was 14 points lower than the 
average QoL score of children with disabilities in urban areas. The findings on geographic 
location and dwelling type are therefore not surprising given that the greatest contributor to 
children’s QoL in the multidimensional measures are basic services in the form of access to 
water, sanitation, electricity and refuse removal. In South Africa, these services are typically 
more accessible in urban areas and in formal household structures (National Planning 
Commission, 2013). Additionally, aspects such as a shorter travel time to healthcare and the 
availability of private healthcare are more prevalent in urban areas compared to deep rural parts 
of South Africa (Berger, 2007; Maphumulo & Bhengu, 2019). From the perspective of the CA, 
caregiver and social/environmental characteristics are conversion or influential factors that 
could determine whether resources are converted into capabilities (opportunities for 
achievement) or functionings (actual achievements) (Comim et al., 2011). The above-
mentioned factors were found to have a positive influence on the QoL of children with 
disabilities. The implications of each of the research findings in this section for policy and 
practice are discussed next.  
 
7.3. Conclusions  
A few conclusions may be drawn from the study. First, is that the multidimensional index 
constructed to assess the QoL of children with disabilities proved to be a robust instrument to 
monitor and evaluate South Africa’s progress in the second decade of the new millennium. The 
construction of the index was made possible because of the country’s excellent quality 
household survey data that are produced by Statistics South Africa and that are implemented 
every year. Despite the data limitations of the GHS to assess the quality of caregiving and 
family and household psychosocial dynamics, the index and its application generated important 
findings about how all children are faring and how children with disabilities fare compared to 
children without disabilities.  
 
Second, South Africa is a highly unequal society when measured in terms of income poverty 
and has one of the highest income inequality rates internationally. As outlined in Chapter 1, 
the country’s apartheid and colonial legacy coupled with national and global economic factors 
have reinforced poverty and inequality, which coincides with racial, gender, and spatial 




apartheid QoL assessments (National Planning Commission, 2013). Studies in poverty and 
inequality seldom address the needs of particular groups of people such as children and adults 
with disabilities. Therefore, limited validated monitoring tools exist to track their progress and 
to address their wellbeing. The findings of this study draws attention to vertical inequalities 
(income inequalities between individuals or households), while horizontal inequalities 
(inequalities between groups) arise due to a lack of opportunity, discrimination and non-
recognition by society (Kabeer & Santos, 2017; Plagerson, 2018). Vertical inequalities may 
intersect with horizontal and spatial inequalities (inequalities between geographic 
dispensation) to reinforce social disadvantage. In this study, the findings demonstrate how 
historical disadvantage due to the country’s colonial and apartheid legacy persists more than 
two decades after democracy. This situation prevails despite the country’s progressive 
constitutional dispensation and the adoption of the principle of Ubuntu that promotes a wider 
societal duty of care for those who are vulnerable.                        
 
Third, South Africa has made significant progress in addressing historical neglect of access to  
basic and other social services for the majority Black African population (National Planning 
Commission, 2013; Statistics South Africa, 2011b). However, differential access to basic 
services, particularly along spatial divides, is a key factor that explained the differences in QoL 
in 2011 when children with disabilities (?̅?=79.9, SD=10.4) experienced lower QoL levels 
compared to children without disabilities (?̅?=80.6, SD=10.7). While the gap in QoL disparities 
based on disability status closed in 2016, racial inequality continued to explain the greatest 
variance in QoL within the two groups of children. This finding shows that the legacy of 
apartheid inequality continues to persist in access to services, the high prevalence of income 
poverty and food insecurity measured by the extent to which households ran out of money to 
buy food or had to eat a smaller variety of food.  
 
Fourth, in terms of heterogeneity in disability, children with difficulties in walking and 
remembering were impacted to a greater extent by the levels of income of their families. The 
three top factors that influenced the QoL of children with different types disabilities 
compromised income, followed by services and food access. For all children with disabilities, 
we also see that other social/environmental factors such as living in urban areas, residing in 




improved QoL. Additionally, caregiver characteristics such as a higher education level of the 
caregiver and employment of the father were also associated with improved levels of QoL.     
 
Finally, this study generated important theoretical knowledge that demonstrated the usefulness 
of merging the CA with principles of Ubuntu to assess the QoL of children with disabilities in 
South Africa. While the CA is concerned with increasing opportunities for development 
through a set of social realisations to improve QoL, the principle of Ubuntu subscribes to the 
collective provision of care by society and the significance of redistribution of resources to 
support those who are vulnerable. Ubuntu is also an important principle that guides the practice 
of social service professionals such as psychologists, social workers, health and care 
professionals, highlighting the importance of strengthening family and community systems of 
care for children with disabilities. Taken together, the CA and the principle of Ubuntu proved 
to be important in adopting a more holistic and human rights-oriented approach to meeting the 
needs and promoting the rights of children with disabilities in South Africa. These principles 
could possibly extend to the entire African context.    
 
Overall, the newly constructed indices in this study proved to be an important and holistic QoL 
measure for children with disabilities in South Africa, inclusive of both household and 
individual level wellbeing dimensions. In terms of their usefulness, the indices enabled direct 
comparisons between children with and without disabilities; as well as comparisons taking 
heterogeneity of disability into consideration. The robust index construction method enabled 
an assessment of the importance of one dimension over another, allowing us to recognise the 
importance of access to services and socioeconomic factors such as income and money to buy 
food when comparing children by disability status, and when considering heterogeneity in 
disability. The analysis may imply that education, assets and care resources are of lesser 
importance in ensuring the wellbeing of children with disabilities than the meeting of their need 
for household level services and their material needs. In order to develop a fuller understanding 
of the care and educational needs of children with disabilities, other factors that were not 
included in this study would need further exploration. These are for example, the quality of 
care received by children, the level of parental involvement in the child’s care and 
development, and an analysis of special needs education including the quality of education 
received by the child. Despite the need for further exploration within these dimensions, this 





7.3.1. Implications for Social Policy    
Throughout this thesis, implications of the findings in relation to policy implementation have 
been mentioned. South Africa is in a unique situation where the civil, political, economic and 
social rights of all citizens, including children with disabilities are entrenched in the South 
African Constitution and various other policies (Department of Justice, 1996; Department of 
Social Development, 2016). There are however concerns over the slow progress in 
implementation of these policies (Department of Performance Management and Evaluation, 
2014; Department of Social Development, 2009, 2016) resulting in the marginalisation of 
children with disabilities.  
 
The results of this study call for four main areas of focus in terms of the implications for social 
policy to give effect to the White Paper on the Rights of Persons with Disabilities (Department 
of Social Development, 2016). First and most urgently, is the continued inequality gap in access 
to basic services such as water, sanitation, refuse removal and electricity experienced by South 
African citizens, including children with disabilities. Despite the constitutional provision that 
the needs and rights of children should be prioritised, disparities in access to services 
continually emerge in South African research as a key factor that jeopardises QoL. Basic 
service delivery in South Africa is targeted at a community level and is decentralised to local 
governments, which are better placed to engage with communities and meet their needs 
(Masiya et al., 2019). While disparities in access to services exist due to urban-rural geographic 
dispensation, informal settlements within urban areas are also known to experience service 
delivery and other deprivations (Masiya et al., 2019; Reddy, 2016). Reddy (2016) articulates 
some of the challenges experienced by underserviced areas to include a lack of municipal 
capacity, poor infrastructure and continual restructuring of local government systems, amongst 
others. These challenges appear to have negative consequences for all South African children, 
including children with disabilities. However, further research into the barriers of effective 
service delivery is required to provide a more nuanced understanding of the factors that may 
lead to differential access.        
 
Second, income support for households with children with disabilities is necessary. The full- 
time care of children with severe disabilities places great strain on the family unit since 
caregivers are, in some instances, not able to pursue employment. In these instances, against 
the elevated costs of caring for children with disabilities and the inability of caregivers to seek 




One of the safeguards provided by the South African Government (the Care Dependency 
Grant) has notoriously been reported as difficult to access due to the delayed diagnosis and 
misdiagnosis of childhood disability as well as undefined eligibility criteria for the grant 
(Letsie, 2016). The analysis in this study estimates that only 40% of those who qualify for this 
grant are in fact receiving it. Therefore, it is important that caregivers are made aware of the 
eligibility criteria pertaining to the grant so that its uptake can be improved. Furthermore, to 
ensure that children who qualify for this grant receive it, there is a need to review the eligibility 
criteria and disability assessment criteria associated with this grant.  
 
Third, food access is an issue that needs to be addressed given the detrimental effect of a lack 
of food on the developing child with a disability. The data in this study from 2011 and 2016 
revealed that food access was an important determinant in QoL. In this regard, factors like 
climate change, natural disasters and plagues have long been jeopardising the global food 
system (United Nations, 2020). In South Africa, Wills et al. (2020) propose corporate social 
investment and private philanthropy as a means to complement government provision of food 
and income protection programmes. These complementary measures are particularly relevant 
in a resource-constrained environment such as South Africa.  
 
Fourth, while education did not emerge as a dimension that explained much variance in the 
QoL of children with disabilities, it would be remiss of the researcher to omit the policy 
implications in this regard. The measures of education in this thesis relied largely on 
mainstream indicators and so in instances where children attended special needs education, 
these data were not accurately captured. Much of the research on education and disabilities in 
South Africa points to a need to improve access to education for children with disabilities, and 
this recommendation should not be ignored.  
 
In conclusion, the policy recommendations allude to an integrated, multi-sectoral response for 
QoL enhancement of children with disabilities. While this approach was the initial stance of 
the White Paper on the Rights of Persons with Disabilities, the COVID-19 pandemic has 
reversed much of the gains made in human development in South Africa (Wills et al 2020). 
The pandemic has also introduced new complexities that need to be taken into account when 





7.3.2. The COVID-19 Pandemic and its Consequences for the Quality of Life of Children 
with Disabilities  
The research conducted in this study represents pre-COVID circumstances in South Africa. 
Emerging evidence reveals that the COVID-19 pandemic has had detrimental effects on 
households and citizens in South Africa (Wills et al., 2020), resulting in a drastic deterioration 
in QoL. This deterioration of QoL is also likely to impact children with disabilities. During the 
COVID-19 pandemic, South Africa’s unequal distribution of basic services was emphasised, 
particularly as it related to water insecurity in communities. To ensure that citizens had the 
means to wash their hands in line with safety regulations in the fight against COVID-19, the 
National Government oversaw the distribution of emergency water supplies to communities 
(Ellis, 2020), although, capacity constraints, as previously highlighted in issues of service 
delivery, resulted in the irregular filling of water tanks (Smart Water Magazine, 2020).  
 
The pandemic also continues to have negative impacts on the income and food poverty in the 
South African society as a whole (Wills et al., 2020). In response to the humanitarian crisis 
caused by the pandemic, the South African Government provided significant emergency relief 
through expanding the social assistance available to citizens. Yet, the actual effects of the 
pandemic on the QoL of households and on children with disabilities, are not yet clear. What 
was exposed during the pandemic however, was the extent of income and food insecurity in 
South African households. Such levels of insecurity threaten the development of children and 
especially those with disabilities, given the importance of these dimensions in explaining their 
QoL.  
 
In terms of education, negative consequences of the pandemic would also have touched the 
lives of children with disabilities in South Africa (McKenzie et al., 2020). Since children with 
disabilities are considered a particularly vulnerable group, their absence from schooling as a 
safety precaution extended beyond that of children without disabilities. This absence would 
result in children with disabilities falling further behind in educational achievements compared 
to children without disabilities, particularly where parents did not have the necessary 
specialised skills to educate their children (McKenzie et al., 2020).  
 
Collectively, the social circumstances emerging as a result of COVID-19 demonstrates the dire 
importance of continuing to monitor the situation of South African children, with the goal to 




7.4. Directions for Future Research 
The recommendations for future research relate to the limitations and delimitations of this 
research as well as from directions emerging in the current COVID-19 pandemic environment. 
Since many of these areas have already been mentioned in the preceding chapters, this section 
provides a summary of the seven areas recommended for future research.  
 
A first area for future research pertains to the use of an instrument that is more suited to the 
measurement of childhood disability, while considering children’s developmental stages. In 
this regard, the UNICEF/Washington Group Module should be employed in national level 
studies once it has been validated for use in South Africa (Visser et al., 2016). In addition, this 
module should consider disabilities that are not included in the Washington Group on Disability 
Statistics such as psychosocial, neurological and emotional disabilities.  
 
A second pertinent step in research on childhood disability is to ascertain the age of onset of 
disability. By including the age of onset in studies, it enables researchers to conduct more 
advanced analysis on the impact of disability onset on child and family QoL.  
 
A third area for future research relates to the development of indicators that can accurately 
measure achievements in special needs education attained by children with disabilities. These 
types of indicators would allow for a more comprehensive analysis of the educational 
achievements of children with disabilities. Furthermore, if these indicators are included in 
national surveys, they can aid researchers to draw information that can inform policies and 
practices within the education dimension of multidimensional child wellbeing.  
 
Fourth, research should prioritise physical health indicators of children with disabilities. While 
some national surveys such as the National Income Dynamics Survey (Southern Africa Labour 
and Development Research Unit, 2018) collects anthropometric measures for children, the data 
do not identify childhood disability. Having physical health indicators for children with 
disabilities would allow for in-depth investigations into how physical health shapes children’s 
QoL. While certain studies have used access to water as a health indicator (Trani et al., 2013; 
Vroonhof et al., 2019), the universal provision of this service at a community level in South 
Africa could result in an inaccurate understanding if access to water is to be considered as a 





A fifth area for future research relates to investigations into the specific needs of children with 
different types and severities of disabilities. This focus, in particular, would enable researchers 
to consider whether access to assistive devices for instance, have any bearing on the QoL of 
children with disabilities.  
 
Sixth, cultural conception and the influence it has on how a child with disabilities is viewed 
and cared for requires qualitative investigation, particularly in the multicultural South African 
environment.   
  
Finally, in the face of uncertainty as it relates to the impact of COVID-19 on the QoL of 
children with disabilities, it is important that surveys such as the GHS continue to be 
consistently implemented. This type of research is the only way that national level empirical 
data can be gathered and used to inform effective recovery policies.   
 
7.5. Recommendations  
The QoL of children with disabilities, as demonstrated in this study, is shaped by a multitude 
of individual, caregiver and social/environmental factors. Resultant recommendations for the 
enhancement of their QoL therefore requires an integrated and multi-sectoral response. In this 
section, concrete ways in which children’s QoL can be enhanced are summarised. 
 
7.5.1. Expansion of Basic Services 
Access to basic services such as water, electricity, sanitation and refuse removal needs to be 
prioritised to improve the QoL of all children and in particular, children with disabilities. To 
effectively ensure access to basic services, challenges such as municipal capacity constraints, 
poor infrastructure and other recognised hindrances must be resolved (Reddy, 2016). Further, 
particular strategies need to be devised to improve access to services for children with 
disabilities residing in rural areas and informal settlements.  
 
7.5.2. Income Support for Households  
The importance of income support for households in which children with disabilities reside has 
been articulated throughout this research, given their elevated financial and care needs. In 
homes where children have severe disabilities, great strain is placed on the family unit if 
caregivers are unable to pursue employment. Accurate information on the eligibility criteria 




with disabilities and the inability of caregivers to seek employment is therefore needed to 
improve the uptake of the grant (Letsie, 2016). Evidence is also necessary to ascertain the 
number of children who access the Child Support Grant instead of the Care Dependency Grant 
due to unclear eligibility criteria or challenges experienced with disability assessment. Given 
the impact of COVID-19 on the loss of income in South African households, income support 
for households of children with disabilities must be prioritised for their wellbeing.  
 
7.5.3. Access to Food 
A lack of food has a detrimental effect on the developing child. In this study the importance of 
food as a determinant of QoL was evident and access to food therefore needs to be prioritised 
for children with disabilities. When considering access to food, Kidd et al. (2018) asserts that 
the monetary value of the Care Dependency Grant can be eroded if used for food when it is 
intended to compensate caregivers for lost income or to cover households for disability-specific 
costs of children. For this reason, a change in the design of the social security system is 
recommended to allow children who access the Care Dependency Grant to also access the 
Child Support Grant, which is intended to meet the basic needs of children including access to 
food. This could go a long way in aiding households in which children with disabilities reside 
that run out of money to buy food. Wills et al. (2020) also propose that corporate social 
investment and private philanthropy should complement government provision of food and 
income protection programmes.  
 
7.5.4. Social Relief of Distress Measures and Humanitarian Assistance  
During the COVID-19 pandemic, social relief of distress and humanitarian assistance to 
mediate the effects of food poverty on families and households were brought into effect. These 
measures, importantly, relied on increased coordination between government and the social 
sector (Wills et al., 2020) and continue to be most effective in identifying and reaching the 
most vulnerable citizens in society. In this regard, children with disabilities and their families 
need to be prioritised through these mechanisms to ensure that any disruption in household 
income does not have a detrimental impact on food security.      
 
7.5.5. Inclusion in Education  
The education of children with disabilities needs to remain a priority and better tracking of 
special needs education is required on a national level so that these educational priorities can 




the COVID-19 pandemic, the use of face masks may for instance inhibit the participation of 
children with hearing impairments who rely on facial expressions and lip movements to 
communicate (Chodosh et al., 2020). In this regard, a disability-friendly post-COVID 
education system will need to rely on innovation so that the educational capabilities of children 
with disabilities are not restricted by COVID-19 safety protocols.   
 
7.5.6. Enhancing Care Resources through Social Support 
The results of this study highlighted the importance of caregiver characteristics in the QoL 
enhancement of children with disabilities. The fact that higher levels of parental education 
levels were associated with higher levels of QoL in children, highlights the need for social 
support mechanisms through which parents can study further if they choose to do so. These 
mechanisms may include improved access to good schools and facilities of care for children 
with disabilities. For those caregivers who are not in a position to further their education, self-
help groups aimed at improving caregiver knowledge on caring for a child with a disability and 
empowering caregivers to exercise agency in enhancing the QoL of their children have also 
proved instrumental (Elphick et al., 2014). These kinds of groups could be implemented on a 
wider scale.  
 
7.5.7. Consideration of Heterogeneity in Disability 
A stance taken in this study is that children with disabilities cannot be viewed as a homogenous 
group. Therefore, while broad recommendations are made that could benefit all children with 
disabilities, it is also important that their individual needs – specific to the type and severity of 
disability experienced – be considered. This recommendation becomes particularly pertinent 
when considering access to income, since the type and severity of disability can have a bearing 
on the kind of care or assistive devices needed; food, if children are required to follow special 
diets as a result of their disabilities; education, where children may require different modes of 
instruction; and enhancing care resources, where caregivers may need to learn to care for their 
children in unique ways.  
 
7.5.8. Greater Social Awareness 
Overall, this study highlights the need to advocate for greater societal awareness to promote 
the needs and rights of children with disabilities in South Africa. In this regard, civil society 
organisations, human rights agencies such as the South African Human Rights Commission, 




A crucial step in promoting social awareness however, is to accurately reflect the experiences 
of persons with disabilities, calling for consultation with and inclusion of the perspectives of 
persons with disabilities – and caregivers of children with disabilities – in all decision-making 
processes.        
 
7.6. This Study’s Contribution to Knowledge  
This study’s contribution was to fill a substantial gap in knowledge relating to the QoL of 
children with disabilities in the South African context. Within the global environment, only 
two studies have been identified that investigated the multidimensional wellbeing of children 
with disabilities embedded in the CA. These studies were undertaken in Afghanistan and 
Darfur (Trani et al., 2013; Trani & Cannings, 2013). Therefore, this study built on the latter 
research and extended and applied the CA coupled with the principle of Ubuntu in the South 
African context. In essence, the study identified the capabilities that need to be prioritised and 
that will promote and enhance the wellbeing of children with disabilities. Three sets of 
resources are crucial in improving their wellbeing namely, basic services, followed by income 
and food access. These are the most immediate capabilities that require expansion so that the 
optimal development of children with disabilities can take place in society. Differences in the 
order of these most immediate needs were also provided based on heterogeneity in child 
disability, such as when income was a more important dimension than services for children 
with difficulties in walking and remembering. Furthermore, parent and social/environment 
characteristics, as a central part of child wellbeing, were analysed to highlight factors that could 
influence the expansion of these capabilities.  
 
A second contribution of this study was the development and application of multidimensional 
QoL indices for children with disabilities in South Africa. While indices pertaining to children 
do exist in South Africa (Barnes et al., 2007; Frame et al., 2016), none consider childhood 
disability. Furthermore, they employ an equal weighting system that does not differentiate the 
importance of one dimension over another. In this study, contextual circumstances in a 
resource-constrained environment are considered, recognising the importance of finding 
appropriate and sustainable ways to enhance the QoL of these children in a systematic way. 
Thus, using CATPCA as a method of analysis, the provision of access to basic services is 
recognised as the most important dimension in the QoL of children with disabilities as a whole. 
CATPCA also enabled an analysis of QoL by the type of disability experienced, highlighting 




remembering. CATPCA, to my knowledge, has only been applied to adults in South Africa in 
creating a QoL index, and so the application to children with disabilities is an additional 
contribution. 
 
Finally, the data in this research, albeit from 2011 and 2016, demonstrated that certain social 
indicators placed children with disabilities in precarious living conditions. In interpreting the 
data within the current COVID-19 pandemic, the research seeks to place emphasis on 
wellbeing dimensions that should be prioritised to ensure that children with disabilities are not 
left behind on the development curve in a post-COVID South Africa. These considerations are 
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Appendix A: Preliminary List of Indicators from which Final Selection was Made 
 




Was a Child Hungry in the Past 12 
Months 












Cut the Size of Meal or Skip any 
Meals 
























R 1 – R 399 
R 400 – R 1 199 
R 1 200 – R 2 499 
R 2 500 – R 9 999 
R 10 000 or more 








R 1 – R 2 500 
R 2 501 – R 5 000 
R 5 001 – R 7 500 
R 7 501 – R 10 000 
R 10 001 – R 20 000 
R 20 001 or more 
Assets 































Flatlet on main 
property 
Drinking Water on the Premises Nominal   1 
 
2 
Water not on 
premises 
Water on premises  
Sanitation Nominal   1 
2 
No flush toilet 
Flush toilet 












Refuse Removal Nominal   1 
 
2 
Less than once a 
week 
Once a week 
Education  





Incorrect grade for 
age 
Correct grade for age 

























































0.78 171 786*** 61.9% 
Services 21.39 










0.78 107 450*** 62.6% 
Services 23.61 









0.87 181 747*** 62.0% 
Services 23.24 











0.791 62 410 *** 60.7% 
Services 21.11 










0.788 65 084*** 60.5% 
Services 21.91 









0.792 62 414*** 60.8% 
Services 22.11 







































0.778 6 504*** 62.6% 
Services 22.03 










0.757 6 902*** 62.0% 
Services 21.43 









0.792 14 297*** 62.1% 
Services 21.14 











0.773 4 402*** 61.7% 
Services 21.04 










0.769 5 453*** 62.4% 
Services 21.58 









0.775 8 536*** 62.4% 
Services 21.84 



































*** represent significance at 1% level 






Appendix C: Robustness Check for Scaling Quantifications 
 
 Variance Explained 
by Nominal and 
Ordinal Scale 
Quantifications 
Variance Explained by 
Spline Nominal and Spline 
Ordinal Scale 
Quantifications 
All Children 2011 62.0 61.5 
All Children 2016 60.8 60.1 
Children with Disabilities 2011 62.1 61.4 
Children with Disabilities 2016 62.9 61.9 





Appendix D: Bonferroni Post Hoc Tests for Type of Disabilities  
 
2011 
(I) Disab type (J) Disab type 
Mean 
Difference (I-
J) Std. Error Sig. 
95% Confidence Interval 
Lower Bound Upper Bound 
1. seeing 2. hearing 6.04095* 1.08950 .000 2.8356 9.2463 
3. walking 8.37682* 1.15600 .000 4.9758 11.7779 
4. remembering 1.73358 .87559 .720 -.8425 4.3096 
5. communication 4.53753* 1.16974 .002 1.0960 7.9790 
6. multiple 4.77587* .89058 .000 2.1557 7.3960 
2. hearing 1. seeing -6.04095* 1.08950 .000 -9.2463 -2.8356 
3. walking 2.33587 1.36141 1.000 -1.6695 6.3413 
4. remembering -4.30736* 1.13303 .002 -7.6409 -.9739 
5. communication -1.50342 1.37310 1.000 -5.5432 2.5364 
6. multiple -1.26508 1.14466 1.000 -4.6328 2.1026 
3. walking 1. seeing -8.37682* 1.15600 .000 -11.7779 -4.9758 
2. hearing -2.33587 1.36141 1.000 -6.3413 1.6695 
4. remembering -6.64324* 1.19712 .000 -10.1653 -3.1212 
5. communication -3.83929 1.42644 .108 -8.0360 .3574 
6. multiple -3.60095* 1.20812 .044 -7.1554 -.0465 
4. remembering 1. seeing -1.73358 .87559 .720 -4.3096 .8425 
2. hearing 4.30736* 1.13303 .002 .9739 7.6409 
3. walking 6.64324* 1.19712 .000 3.1212 10.1653 
5. communication 2.80394 1.21039 .311 -.7571 6.3650 
6. multiple 3.04228* .94334 .019 .2669 5.8177 
5. communication 1. seeing -4.53753* 1.16974 .002 -7.9790 -1.0960 
2. hearing 1.50342 1.37310 1.000 -2.5364 5.5432 
3. walking 3.83929 1.42644 .108 -.3574 8.0360 
4. remembering -2.80394 1.21039 .311 -6.3650 .7571 
6. multiple .23834 1.22128 1.000 -3.3548 3.8315 
6. multiple 1. seeing -4.77587* .89058 .000 -7.3960 -2.1557 
2. hearing 1.26508 1.14466 1.000 -2.1026 4.6328 
3. walking 3.60095* 1.20812 .044 .0465 7.1554 
4. remembering -3.04228* .94334 .019 -5.8177 -.2669 
5. communication -.23834 1.22128 1.000 -3.8315 3.3548 
*. The mean difference is significant at the 0.05 level. 










(I) Disab type (J) Disab type 
Mean 
Difference (I-
J) Std. Error Sig. 
95% Confidence Interval 
Lower Bound Upper Bound 
1. seeing 2. hearing 3.32170 1.45225 .337 -.9543 7.5977 
3. walking 4.73066* 1.19294 .001 1.2181 8.2432 
4. remembering 1.94223 .95057 .621 -.8566 4.7411 
5. communication 4.34066 1.73509 .189 -.7682 9.4495 
6. multiple 3.52014* .95302 .004 .7140 6.3262 
2. hearing 1. seeing -3.32170 1.45225 .337 -7.5977 .9543 
3. walking 1.40896 1.62339 1.000 -3.3710 6.1889 
4. remembering -1.37947 1.45460 1.000 -5.6624 2.9035 
5. communication 1.01896 2.05495 1.000 -5.0317 7.0696 
6. multiple .19844 1.45621 1.000 -4.0892 4.4861 
3. walking 1. seeing -4.73066* 1.19294 .001 -8.2432 -1.2181 
2. hearing -1.40896 1.62339 1.000 -6.1889 3.3710 
4. remembering -2.78843 1.19580 .299 -6.3094 .7325 
5. communication -.39000 1.88066 1.000 -5.9275 5.1475 
6. multiple -1.21052 1.19775 1.000 -4.7372 2.3162 
4. remembering 1. seeing -1.94223 .95057 .621 -4.7411 .8566 
2. hearing 1.37947 1.45460 1.000 -2.9035 5.6624 
3. walking 2.78843 1.19580 .299 -.7325 6.3094 
5. communication 2.39843 1.73706 1.000 -2.7162 7.5131 
6. multiple 1.57791 .95660 1.000 -1.2387 4.3945 
5. communication 1. seeing -4.34066 1.73509 .189 -9.4495 .7682 
2. hearing -1.01896 2.05495 1.000 -7.0696 5.0317 
3. walking .39000 1.88066 1.000 -5.1475 5.9275 
4. remembering -2.39843 1.73706 1.000 -7.5131 2.7162 
6. multiple -.82052 1.73840 1.000 -5.9391 4.2981 
6. multiple 1. seeing -3.52014* .95302 .004 -6.3262 -.7140 
2. hearing -.19844 1.45621 1.000 -4.4861 4.0892 
3. walking 1.21052 1.19775 1.000 -2.3162 4.7372 
4. remembering -1.57791 .95660 1.000 -4.3945 1.2387 
5. communication .82052 1.73840 1.000 -4.2981 5.9391 
*. The mean difference is significant at the 0.05 level. 








Appendix E: Diagnostic Tests for OLS Regressions  
 
 
Abridged White’s Test for Heteroscedasticity 
 
Testing for heteroscedasticity is done using the Abridged White’s Test (Astivia & Zumbo, 
2019). To conduct this test, a regression of the squared residuals as a dependent variable with 
the predicted and squared predicted values as dependent variables was employed. By following 
this procedure, a null hypothesis of homoscedasticity is tested. Thus, if the significance value 
of the F-test is less than 0.05, we reject the null hypothesis and conclude that there are 
heteroscedastic error terms (Gujarati, 2014). In these data, we see that heteroscedasticity was 
present in both waves of the data. 
 
ANOVA 2011a 
Model Sum of Squares df Mean Square F Sig. 
1 Regression 46903.541 21 2233.502 59.069 .000b 
Residual 60423.206 1598 37.812   
Total 107326.747 1619    
a. Dependent Variable: Squared Residual 
b. Predictors: (Constant), Squared Predicted Values, Unstandardized Predicted Value 





Model Sum of Squares df Mean Square F Sig. 
1 Regression 29474.169 21 1403.532 41.508 .000b 
Residual 41421.871 1225 33.814   
Total 70896.041 1246    
a. Dependent Variable: Squared Residual 
b. Predictors: (Constant), Squared Predicted Values, Unstandardized Predicted Value 
Source: Author’s calculations based on 2016 GHS 
 
 
 
 
 
 
 
 
 
